INTERNATIONAL ABSTRACT 
OF SURGERY 


JULY, 1924 


ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


Porter, C. A., and Churchill, E. D.: Malignant 
Tumors of the Parotid Gland, with Analysis 
of a Case. Surg., Gynec. & Obst., 1924, xxxviii, 336. 


The authors believe it has recently been estab- 
lished that the mixed tumors are epithelial in nature, 
though there is still uncertainty regarding the origin 
of the epithelial cells giving rise to them. The usual 
course of a mixed tumor is relatively benign, but 
instances of a change from a slowly growing tumor 
of many years’ duration to a malignant growth are 
not infrequent. 

Metastasis of malignant mixed tumors takes place 
through the blood stream rather than to the regional 
lymph nodes. In the authors’ opinion the charac- 
teristics of the cylindroma are suggestive of basal- 
cell carcinoma or adenoid cystic epithelioma. Clin- 
ically it resembles the mixed tumors in encapsula- 
tion, extraglandular location, and a relatively benign 
slow growth which may terminate in malignant ac- 
tivity with metastases. 

There are relatively few reports of primary car- 
cinomata of the salivary glands which can be clearly 
distinguished from carcinomata arising in mixed 
tumors. The scirrhous and medullary types are the 
two most frequently described. The growth is 
usually very hard and fused with the gland, and it 
invades the cervical lymph nodes early. In further 
contrast to malignant mixed tumors it rarely 
metastasizes to internal organs. Delanglade at- 
taches importance to early facial paralysis. Pain is 
a frequent symptom. 

The authors report a case of adenocarcinoma of the 
parotid region in which, during the course of numer- 
ous recurrences, the preponderance of cells which had 
undergone differentiation to the basal-cell and hair 
matrix type caused confusion regarding the proper 
classification of the tumor. The fundamentally ma- 
lignant nature of the growth was not recognized 
until general metastases were formed. Excision of 
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the tumor was followed by eleven recurrences neces- 
sitating many secondary operations during the past 
fourteen years. The X-ray and radium had been 
employed at intervals during the course of the 
disease. Emit C. RospitsHek, M.D. 


Durante, L.: The Operative Technique for Com- 
plete Excision of the Lymphatic Channels in 
Epithelioma of the Lower Lip (Tecnica della 
exeresi completa della vie linfatiche nell’epitelioma 
del labbro inferiore). Arch. ital. di chir., 1923, viii, 
201. 


The lymphatic channels and glands which are 
commonly controlled in operations for epithelioma 
of the lip are the submental, the submaxillary, and 
the carotid jugular group. These structures are 
found either in the subfascial areas of the neck or 
between the layers of the fascia. Not sufficient con- 
sideration has yet been given to controlling, in a 
systematic manner, the suprafascial lymphatics, that 
is, the glands that lie between the skin and the fascia 
colli. In this suprafascial area, the following layers 
of tissue occur in the following order: 

1. An areolar layer more or less rich in adipose 
tissue. 

2. A lamellar structure made up of the superficial 
fascia which splits to envelop the platysma myoides. 

3. A connective tissue layer closely adherent to 
the posterior layer of the fascia covering the 
platysma. 

4. Fascia colli. 

These four structural planes are furrowed with 
lymphatic channels and glands which, in the pres- 
ence of a cancerous change of the lip, may easily 
become involved and serve as a route of transmission 
between the superficial and deep lymphatic glands. 
This superficial system of lymphatics is always dealt 
with by the author in operations for malignancy of 
the lip. 

It is known that the lymphatic system of the 
lower lip is derived from two distinct sources, a 
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mucosal and a cutaneous source. The submucous 
system communicates with the submaxillary lym- 
vhatic gland, whence efferent chains communicate 
with the carotid jugular group on the same side. 
The subcutaneous system of lymphatics, supplying 
the outer portion of the lip, also communicate with 
the submaxillary lymph glands, but the lymphatics 
draining the median portion of the lip communicate 
with the subfascial, submental lymph glands, that 
is, the glands lying between the anterior bellies of 
the digastric. The efferent fibers of both communi- 
cate with a deep cervical lymphatic chain. 

These subcutaneous channels of lymphatics com- 
municate with each other by a rich anastomosis, the 
communication including the submaxillary and the 
_submental glands on the right and left sides of 
the neck. Therefore a lateral subcutaneous chain 
of lymphatics on the right side may communicate 
with the glands of the deep cervical system on the 
left side by this circuitous route, and in structures 
such as the lip, in which the mucosa and skin fuse 
with each other, the lymphatics of the mucosa com- 
municate with those of the skin, those of the left 
7 tom those of the right, and the superficial with the 

eep. 

The clinical premises are as follows: 

1. Epithelioma of the lower lip situated in the 
median segment invades first the lymphatic glands 
of the suprahyoid region. 

2. Epithelioma situated laterally invades pri- 
marily the submaxillary lymphatics. 

3. Epithelioma situated to the left of the median 
line may involve by metastasis the lymphatics of 
the right side, and vice versa. 

4. Neoplastic glandular involvement is very fre- 
quently bilateral. 

5. Lymphatic involvement may be present with- 
out palpable evidence. 

If the intimate relationship between the sub- 
fascial and the suprafascial lymphatic systems and 
the connection between these and the subcutaneous 
chains of the lateral cervical region are borne in 
mind, the following observations can be readily ex- 
plained: 

1. Following excision of an epithelioma of the 
lip with removal of the subfascial glandular struc- 
tures, recurrence of the malignancy may develop in 
the suprafascial lymphatics and the glands of the 
suprahyoid region. 

2. Metastasis of the lymphatics may be mani- 
fested in the superficial lateral cervical nodes be- 
fore it involves the submental and submaxillary 
structures. Consequently, because of the complete 
intercommunication of the superficial and deep lym- 
phatics, and of the bilateral systems draining the 
lower lip, it is essential, in operating for malignancy, 
to undertake the complete and radical extirpation 
of the lymph vessels involved. This precaution ac- 
counts for the fact that the incidence of recurrence 
has steadily diminished. The following figures apply 
to cases in which no recurrence had developed by the 
end of three years after operation: 


Cures 
Surgeon Year Per cent 
36 
38.2 
70.45 


Sistrunk was able to report such a large percentage 
of cures because in all of his cases there was a pains- 
taking and complete excision of the various lym- 
phatic systems. The technique commonly employed 
does not take into consideration the superficial or 
suprafascial lymphatics. Whatever the type of 
cutaneous incision, the superficial lymphatics are 
invariably neglected. These structures lie in the 
substance of the reflected flap. 

The author’s technique is as follows: 

The patient is placed in the recumbent position 
with the neck hyperextended. An incision of the skin 
is begun at the angle of the mandible % cm. below 
the mandibular arch and extended on either side 
downward along and parallel with the anterior mar- 
gin of the sternomastoid muscle to the level of the 
superior border of the thyroid cartilage. A similar 
incision is then made on the opposite side. The 
incised area, which resembles a horseshoe, gives 
ample operative space. If it is found necessary to 
remove the supraclavicular glands, the incision may 
be extended down to the clavicle. The cutaneous 
structure is carefully dissected from the underlying 
areolar tissue and the flap is reflected downward. 

The four layers of tissues which contain channels 
and glands—the subcutaneous areolar stratum; the 
superficial fascia, between whose anterior and pos- 
terior layer lies the platysma; the connective tissue 
layer; and the fascia colli—are dissected en bloc. 
The dissection is begun by undermining the skin to 
the extent of 1 cm. beneath the mandible in order 
to include the entire lymphatic area. On the sides 
the excision is limited along the anterior surface 
of the sternomastoid so that the external jugular, 
the sheath of which is often the site of metastatic 
lymph nodes, can be exposed, and by incision of the 
anterior sheath of the muscle and exposure of the 
posterior surface, the carotid area is inspected. In 
the substance of the structure to be removed are 
often found terminal nerve filaments of the cervical 
branch of the facial nerve. The procedure described 
therefore produces a transient paralysis of the lip 
and chin, but even the ordinary methods which are 
less drastic may be followed by this complication. 
The operation is concluded by removing the resected 
structure from its base of attachment by means of 
an incision running parallel with the upper margin 
of the thyroid cartilage. James V. Riccr, M.D. 
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SURGERY OF THE 


EYE 


McKee, S. H.: A Study of the Bacteriology of the 
Normal and Inflamed Conjunctiva with Special 
Reference to the Presence of the Streptococcus 
and Pneumococcus. Canadian M. Ass. J., 1924, 
xiv, 216. 

McKee’s conclusions are as follows: 

1. The normal conjunctiva may harbor patho- 
genic organisms causing no symptoms. 

2. A major surgical operation should never be 
performed upon the eye without a previous careful 
examination of the lachrymal fluid for pathogenic 
organisms. 

3. For the thorough examination of the normal 
conjunctiva cultures are necessary. 

4. Examination by smear alone often gives nega- 
tive findings in cases in which pathogenic organisms 
would be easily demonstrated by other bacterio- 
logical methods. 

5. Pathogenic micro-organisms, such as strep- 
tococci and pneumococci, are best demonstrated by 
the use of blood-agar plates. This method is simple, 
and by means of it the presence of the streptococcus 
or pneumococcus may be easily demonstrated in 
from twenty-four to forty-eight hours. 

Tuomas D. ALLEN, M.D. 


Jackson, E.: Practical Aspects of Irregular Astig- 
matism. Am. J.Ophth., 1924, 3s. vii, 199. 


One form of irregular astigmatism, ‘‘symmetrical 
aberration,” is of great practical importance as il- 
lustrated by a case seen by Jackson. When viewed 
through the center of the pupil, the posterior pole of 
the fundus of a myope with detached retina was 
seen best with a —3 sphere. Through the periphery 
of a widely dilated pupil it was seen best without any 
lens. In a second case vision was improved by a 
—16D sphere. When the pupil was dilated the disk 
and vessels were seen best without any lens or witha 
+1D sphere. There were no fundus changes indi- 
cative of myopia. With the pupil dilated, best vision 
was obtained with a +o0.50 sphere. This was an ex- 
treme case of myopia due to nuclear changes. 

The scissors movement can be explained by the 
greater refraction of the cornea at one margin of 
the pupil than at the other. 

The subjective symptoms of irregular astigmatism 
are varied and numerous. These should be explained 
to the patient in order to relieve him from worry. 

Vircit Wescott, M.D. 


Kress, G. H.: Cysticercus of the Vitreous. Am. J. 
Ophth., 1924, 3 S. vii, 182. 

Cysticercus of the vitreous is a rare condition, 
only five cases having been reported in the United 
States. Kress reports another case which was under 
his observation from an early stage until the eye 
was removed because of serious iridocyclitis. The 
main pathological features of the sectioned eye 
were inflammation and detachment of the retina, 
round-cell infiltration of the iris, and secondary 
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glaucoma. The bladder containing the parasite was 
discovered just behind the lens. 
Virctt Wescott, M.D. 


White, L. E.: An Anatomical and X-Ray Study of 
the Optic Canal in Cases of Optic Nerve In- 
volvement. Amn. Otol., Rhinol. & Laryngol., 1924, 
XXX111, 121. 

This study was undertaken partially to substan- 
tiate the assertions of Van der Hoeve, but more es- 
pecially to determine whether there is any relation- 
ship between the size of the canal and the vulner- 
ability of its contents. Conclusions were drawn from 
the tabulated results of examinations of numerous 
skulls in which the size, shape, and position relative 
to pneumatization were noted, and from roentgeno- 
grams of the optic canals of all available cases of 
optic nerve involvement which were compared with 
those of twenty-five supposedly normal persons. 
Evidence of disease was looked for but was rarely 
found. All X-ray work was done by one man with 
considerable experience. 

The position of the patient’s head, with the face 
downward, should be with the malar bone, nose, and 
lower jaw touching the plate, and the central ray 
should be directed straight down. The diameter of 
the canal of 5 mm. should be enlarged about % mm. 
in the roentgenogram. The conclusions arrived at 
are as follows: 

“The optic canal varies from 3.5 to 6.5 mm. and 
the normal canal is practically 5.5 in diameter and 
usually round. Extensive pneumatization about the 
canal is usually associated with narrowing. When 
the lesser wing above the canal is more extensively 
pneumatized than other regions, the canal is flat- 
tened on top. If the region beneath the canal is 
also pneumatized, it becomes oval, while in rather 
rare instances, where the bridge formed by the 
lateral root of the lesser wing of the sphenoid is also 
pneumatized, it assumes a somewhat triangular 
shape. Any irregularity in the contour of the canal, 
from whatever cause, produces diminution in its 
caliber and renders its contents more susceptible to 
infections from the sinuses surrounding it. It seems 
to be a fairly constant rule that the smaller the canal 
the more extensive the pneumatization. Small canals 
may be round, even though they are surrounded by 
pneumatic sinuses. Therefore the shape, while not 
all-important, usually indicates susceptibility to in- 
fection. 

“The films of the canal are often misinterpreted 
because of faulty position. The image of the canal 
should always appear in the lower quadrant of the 
orbit. Though the films of only about thirty pa- 
tients with optic nerve involvement have been 
studied, these indicate that the smaller the canal 
the greater the danger of permanent loss of vision 
and the greater the necessity for operation. The 
size of the canals is most valuable in making a differ- 
ential diagnosis, for large canals lead one to look 
elsewhere than in the accessory sinuses for the cause 
of the amblyopia. 
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“‘If future cases substantiate the findings, it will 
mean that a canal of 4 mm. or less in a case of severe 
optic nerve involvement indicates the necessity for 
immediate ventilation of the posterior sinuses to 
prevent permanent atrophy, unless some other de- 
finite focus can be found. A 4.5-mm. canal gives 
greater leeway for study and investigation. Optic 
atrophy is less to be feared. A 5-mm. canal would 
probably recover from almost any acute attack 
either spontaneously or under local treatment. Then, 
if some focus of infection is found, diseased tonsils 
or teeth for instance, it should be removed as a 
preventive to recurrences.” 

MAnrorp R. Wattz, M.D. 


Przibram, H.: Giving Sight to Animals Deprived 
of Functioning Eyes. Am. J. Ophth., 1924, 3 s. 
vii, 179. 

Przibram reports the work done by students at 
his suggestion in restoring vision to animals de- 
prived of functioning eyes. Kammerer bred the 
blind proteus and by exposing it to red light or 
to light and darkness was able to develop large 
functioning eyes. 

It was found that in low orders of certain verte- 
brates, eyes may be transplanted to the back and 
after at first degenerating may regain sight. In rats 
and rabbits with normal behavior and reflexes the 
retina and optic nerve showed regeneration. Cata- 
ractous lenses have been removed from fish and 
frogs and replaced by fresh clear lenses. 

Vircit Wescott, M.D. 


Ohly, J. H.: The Treatment of Intra-Ocular For- 
eign Bodies. Am. J. Ophth., 1924, 3 s. vii, 208. 


The method of removing foreign bodies depends 
upon their location and properties. While X-ray 
examination is of the greatest help in localizing them, 
other methods with oblique illumination, the oph- 
thalmoscope and slit lamp, must not be neglected. 
The history is not conclusive. 

Non-magnetic bodies are best removed by for- 
ceps or hooks. In cases seen a few hours after the 
injury the foreign body should be removed through 
the wound of entrance if it lies behind the ciliary 
body. Vircit Wescott, M.D. 


Finnoff, W. C.: Lesions Following the Injection of 
Living Tubercle Bacilli into the Carotid Artery. 
Am. J. Ophth., 1924, 3s. vii, 81. 


Finnoff reports the results of injecting clump 
emulsions of living tubercle bacilli into the common 
carotid artery of rabbits. Lesions developed in all 
cases, but resulted more quickly and were more se- 
vere when large doses of virulent organisms were 
used. Bovine bacilli were very virulent. The ani- 
mals died before the eye condition had run its 
course. The average incubation period was six days. 

The first changes, small pupil and iris hemor- 
rhage, were due to irritation. Usually four days 
after the inoculation the iris became thickened ina 


triangular form, very fine blood vessels became 
visible on the surface of the ridges, and there was 
a serous exudate on the lens capsule at the pupillary 
margin. The nodules appearing on the iris increased 
in size and remained vascular. In the severe cases a 
haziness of the cornea was noted a few days after 
the iritis and continued until the entire cornea be- 
came opaque and vascular as in interstitial keratitis 
in man. Conjunctivitis and episcleritis were late 
manifestations. Choroiditis was found in all cases 
in which the media were clear. In three animals 
it was possible to follow the process from inflamma- 
tion to atrophy. In most of the cases there was a 
severe uveitis. Tuberculosis of the vessels was noted 
in only one case; a tubercle was found in an extra- 
ocular muscle. Vircit Wescott, M.D. 


EAR 


Bunch, C. C.: Functional Hearing Tests in Normal 
Cases. Ann. Otol., Rhinol. & Laryngol., 1924, xxxiii, 
174. 

The author made a study of so-called normal hear- 
ing in 164 persons selected from five groups of uni- 
versity students. 

The Rinne, the Weber, the bone-conduction, 
spoken and whispered voice, the upper limit for air 
and bone conduction with the monochord, and the 
audiometer tests were made in every case. The con- 
clusion drawn is that the majority of persons have 
an auditory defect of some type. The decrease in 
acuity most frequently found is for tones between 
2,500 and 3,100 d. v. In more advanced cases 
this defect expands to include the tones from x,000 
to 4,000 d. v., often without apparent effect 
upon the upper limit of tonality. There is a distinct 
correlation between this defect, the loss of acuity 
for the whispered voice, and a decrease in perception 
time by bone conduction. Seventy-three per cent of 
the persons tested had decreased bone conduction, 
and in 56 per cent this was greater than three 
seconds. 

The upper limit of audibility is well under 25,000 
d. v. Determinations made with the monochord 
showed a higher correlation with the other clinical 
tests than did those made with the Galton whistle 
and the Koenig cylinders. 

James C. BRAswELt, M.D. 


Dupuy, H.: Sixth Nerve Paralysis in Acute Otitis 
Media and Its Complications. South. M. /., 
1924, XVii, 213. 

Dupuy reports a case of sixth nerve involvement 
originating from a pathogenic cause not stressed by 
Gradenigo. The condition was transmitted along a 
different anatomical pathway. 

The patient was a boy 12 years of age who de- 
veloped an acute otitis media which ruptured one 
week later and was followed by a profuse otorrhcea. 
Three weeks after a mastoidectomy the patient wis 
dismissed from the service with his wound healed. 
Two days after his discharge he was re-admitted to 
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the hospital suffering with severe hemicrania, 
nausea, and vomiting. The urine showed a few 
hyaline and granular casts. The white blood count 
was 13,650. Two days later he was semicomatose and 
had slight convulsive movements. His pulse con- 
tinued slow. 

By craniotomy the brain was exposed over the 
tegmen antri and tympani. The dura over the 
whole temporosphenoidal lobe appeared healthy and 
without the slightest sign of stalk. An incision in 
the direction of the apex of the petrous bone, di- 
rected inward and forward, brought forth a gush 
of foul pus and a large amount of blood. In all, 
about 2% oz. of pus were evacuated from the abcess 
cavity. The hemorrhage was controlled by packing 
the cavity with gauze strips. 

The patient regained consciousness before leaving 
the operating room. The next morning his mental 
state was excellent and his pulse oscillated between 
52 and 80. The packs were removed on the second 
day and the patient gradually recovered. The in- 
fection was due to staphylococci. 

James C. Braswe tt, M.D. 


Torok, B.: The Treatment of Postoperative Cavities 
of the Mastoid Process with Rubber Balloons. 
Ann. Otol., Rhinol. & Laryngol., 1924, xxxiii, 285. 


Because of the long, tedious, and painful after- 
treatment following a radical mastoid operation, 
experiments were made in 1913 with rubber balloons 
instead of packing in the treatment of the wounds. 
In eighty cases balloons were used exclusively. The 
balloons are soft and pliable and when inflated in a 
cavity conform perfectly to its shape and adhere 
everywhere to its walls. 

After the operation the cavity is carefully cleansed 
and all splinters of bone are removed. Stacke’s 
plastic flap operation is done. The flap is made very 
thin so that it will easily conform to the walls of 
the bony cavity. The sutures are removed on the 
fourth day. On the fifth day the packing is removed 
and the first rubber balloon inserted. 

A small piece of gauze is placed loosely in the 
tympanum, and the sterilized folded balloon, anoint- 
ed with glycerine, is pushed into the cavity by means 
of forceps. The rubber tube of the balloon is then 
connected with a Record syringe, carefully inflated 
until the balloon fills the entire cavity loosely, and 
then grasped with an artery clamp. After this has 
been done a bandage is applied. The next day the 
balloon is removed and the cavity cleansed with 
normal saline solution. In most cases the balloon is 
reintroduced; it is left out for a day only when 
there is a great deal of secretion. After the balloon 
has been inserted for six or eight consecutive days 
there is a well-formed cavity with white smooth 
walls and signs of beginning epithelization. The 
cavity is then left open, the secretion being removed 
daily by gently irrigating it with saline solution and 
dusting it with boric acid. The cavity is never 
cleansed with gauze as this destroys the new 
epithelium. 


The author has employed this procedure for both 
chronic and acute mastoiditis. 
James C. BrasweLt, M.D. 


Emerson, F. P.: The Causes of Persistent Otor- 
rhoea After a Simple Mastoidectomy. Ann. 
Otol., Rhinol. & Laryngol., 1924, xxxiii, 214. 

From the patient’s point of view, persistent otor- 
rhoea following a mastoid operation means an un- 
successful result. The surgeon feels or should feel 
that there has been some fault in his operative 
technique or dressing. The causes of a persistent 
otorrhoea are classified by the author as follows: 

1. Lack of surgical judgment in the after-care. 

2. Too early removal of the mastoid cortex be- 
fore infection has been limited by a leucocytic bar- 
rier. This was more frequent before the days of the 
X-ray than at present. Rarely is it necessary to in- 
terfere surgically before a week from the time of an 
early incision of the membrana tympani. 

3. Incomplete exenteration, especially of the deep 
layer of posterior canal cells. 

4. Too active surgery in the region of the aditus 
which delays the walling off of the middle ear and 
exposes the mastoid cavity to re-infection. 

5. Failure to recognize the origin of the infection 
such as infection of the nasal sinuses. Re-infection 
of the mastoid may occur from such sources. 

6. Arrest of tissue repair due to poor resistance 
of the patient. 

7. Osteomalacia. 

8. General systemic conditions due to syphilis 
or tuberculosis. James C. Braswe Lt, M.D. 


NOSE AND SINUSES 


Simpson, H. L.: A Method of Holding the Septal 
Membranes in Apposition After a Submucous 
Resection Without the Use of Packing: Descrip- 
tion and Demonstration of the Instruments 
and the Method of Use. J. Michigan State M. 
Soc., 1924, xxiii, 64. 


Simpson presents a method for holding the septal 
membranes in apposition after a submucous opera- 
tion by transfixing the membranes in front and then 
further back with a straight needle. The illustrations 
accompanying the article show the technique em- 
ployed. 

There is a No. 9 straight needle which is oval on 
cross section and sharp only at the point. An intro- 
ducer is shown into which the needle fits. There is 
also a grooved and forked director which guides the 
needle after the first transfixion and turns the mucous 
membrane at its end to an obtuse angle with the 
longitudinal diameter of the needle so that the 
needle point comes out on the side of its in- 
sertion. The instructions for accomplishing this are 
as follows: 

“When the point is slightly engaged in the op- 
posite membrane (first transfixion) the needle intro- 
ducer is placed over the eye end with the thumb and 
fingers of the right hand; the grooved forked director 
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held in the left hand is passed along the septum in the 
same naris from which the needle started. The 
turned and forked end is passed beyond the end of 
the needle which is distinctly felt through the 
mucosa, and slightly withdrawn until the angulation 
at the fork is engaged over the submerged point. 
Slight opposing lateral pressure is made between the 
distal ends of the director and introducer held in the 
two hands. The proximal or handle ends are now 
brought nearly to a parallel and both are gently 
swung over just beyond the median plane of the nose 
and the needle is pushed through. This last move 
directs the point between the posterior segment of 
the resected bony septum and the middle turbinate 
and back along the side from which it started, thus 
completing the transfixion.’’ The needle is left in 
for four days. 

The advantages claimed for this procedure are: 
(1) greatly reduced postoperative bleeding; (2) 
practically complete elimination of pain and dis- 
comfort following the operation; (3) elimination of 
the possibility of occlusion of the sinus openings by 
engorgement and oedema of the soft parts on the 
lateral nasal wall; and (4) reduction of the chance of 
ear complications. Otto M. Rott, M.D. 


Pollock, H. L.: Intraseptal Implantation in A- 
trophic Rhinitis. Ann. Olol., Rhinol. & Laryngol., 
1924, XXxili, 205. 

In the treatment of atrophic rhinitis the author 
uses implants from the nasal septal cartilage of a 
donor. An incision is made in the mucoperichon- 
drium of the septum and the membrane carefully 
elevated, care being taken not to tear the membrane 
as this defeats the purpose of the operation. The 
cartilage transplant is as large as possible and is 
brought into contact with as much of the elevated 
membrane and septum as possible in order to insure 
proper nourishment. The incision is closed with a 
small suture. It is preferable to operate upon only 
one side of the nose at one operation and then 
wait two or three months before operating upon 
the opposite side. 

In cases which have been under observation for 
three years the implants are still of approximately 
the same size as when first implanted. 

James C. BRASWELL, M.D. 


Gachot, E., and Wohlhueter, G.: Intrabuccal 
Roentgenography of the Sphenoidal Sinuses 
and Ethmoidal Cells (Radiographie des sinus 
sphénoidaux et des cellules ethmoidales par le dis- 
positif endobuccal). Presse méd., Par., 1924, xxxii, 
170. 

The authors describe their apparatus for intra- 
buccal roentgenography, which they carry out under 
local anesthesia. This method permits examina- 
tion of the sella turcica, the sphenoidal sinus 
with the juxtaposed ethmoid, the septum, and the 
turbinates. 

The basillar part of the occiput, the clivus, and 
the anterior part of the atlas appear behind the 


sphenoidal sinus. A clear view of the ethmoidal 
cells is also obtained. 

The value of such a method of observation is 
evident; it reveals the details of pathological 
changes in the different parts and the topographical 
relationships prior to operation. W. A. BRENNAN. 


PHARYNX 


MacCready, P. B., and Crowe, S. J.: Tuberculosis 
of the Tonsils and Adenoids: A Clinical and 
Roentgen-Ray Study of Fifty Cases Observed 
for Five Years After Operation. Am. J. Dis. 
Child., 1924, xxvii, 113. 


MacCready and Crowe discuss the subject of 
tuberculosis of the tonsils and adenoids from the 
standpoint of the histological examination of these 
structures after their removal in a series of 3,260 
cases. This routine examination resulted in the 
discovery of tuberculous tonsils or adenoids in 138 
cases. Eighty-five patients had tuberculous glands 
of the neck as proved by microscopic examination 
of an excised gland, but in only forty-six of these 
was it possible to demonstrate an associated tuber- 
culosis of the tonsils or adenoids. In ninety-two 
there were no general or local manifestations of 
tuberculosis. The last group mentioned applied for 
treatment on account of discharging ears, frequent 
colds, or attacks of tonsillitis; a tuberculous lesion 
was not suspected until the excised tonsils or ade- 
noids were examined microscopically. 

In order to determine the ultimate result in cases 
of apparently primary tuberculosis of the lymph- 
adenoid tissue in the throat, the authors made a 
clinical and roentgen-ray study of fifty such cases; 
forty have been under observation for five years or 
longer, and ten for at least two years. In this inves- 
tigation, answers to the following questions were 
sought: 

1. Will these patients ultimately develop clinical 
evidence of tuberculosis in the cervical or mediastinal 
glands, in the lungs, or elsewhere in the body? 

2. When tubercles are discovered in the tonsil on 
histological examination and no clinical manifesta- 
tions of the disease are evident on physical examina- 
tion, should we notify the parents of the child or the 
patient himself if he is an adult? 

3. Is it necessary to withdraw the child from 
school, or send the adult to a sanatorium in order 
to improve the general physical condition and to 
educate the patient to conform to the rules for 
recovery from tuberculosis. 

4. Does the discovery, through histological ex- 
amination, of tubercles in the tonsils or adenoids 
indicate that there is already a widespread dis- 
tribution of tubercle bacilli, or may we assume that 
the infection is local and, since it produces no local 
symptoms, is of no importance and may be ignored? 

5. Is there any roentgen-ray evidence of tuber- 
culosis in the lungs or the mediastinal glands? If 
suspicious lesions are found, do they progress or 
retrogress during a five-year period of observation? 
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6. Has the use of ether anaesthesia been deter- 
mined? 

7. Do children with a positive reaction to the 
tuberculin test at their first examination prior to 
operation, and in whom tuberculous tonsils or ade- 
noids are found when the excised tissues are examined 
histologically, have a negative reaction at any time 
subsequent to the operation? 

The postoperative observations may be sum- 
marized as follows: 

1. Tuberculosis of the cervical lymph glands 
developed in only two patients, eighteen and three 
months respectively after operation. 

2. Tuberculosis of the mediastinal lymph glands 
as determined by means of the roentgen-ray de- 
veloped in three patients, five years, three years, and 
six months respectively after the operation. 

3. Tuberculosis of the lungs, diagnosed by means 
of the roentgen ray, developed in five patients two 
years after the operation. In only one was there 
clinical evidence of infection. 

4. Tuberculosis of the bones and joints developed 
in two patients, one and one-half and four and one- 
half years after the operation. 

5. In ten of twenty-two cases followed, no roent- 
genological or clinical evidence of a mediastinal or 
lung lesion has been found during five years of post- 
operative observation. In six cases, the enlargement 
of the mediastinal glands or the evidence of a lung 
lesion shown in roentgenograms taken soon after 
tonsillectomy has entirely disappeared. In the 
remaining six cases the roentgenograms indicate that 
the lesions in the chest have progressed, but in none 
of them has there been fever or cough or other 
evidence of clinical tuberculosis. 

6. Latent tuberculous infection of the tonsils, 
adenoids, or cervical or mediastinal glands is not a 
contra-indication to the use of ether anesthesia. 

7. Tuberculous infection of the tonsils and 
adenoids discovered after operation is of little sig- 
nificance. 

8. Tuberculosis of the tonsil is usually a bovine 
bacillus infection. This conclusion is based on the 
age incidence (over 50 per cent of the subjects were 
less than 10 years of age); the frequency of in- 
volvement of the cervical and mediastinal lymph 
glands; the strikingly low incidence of pulmonary, 
intestinal, or other complications during the five- to 
ten-year period of postoperative observation; and 
the growth, appearance, and excellent general 
physical condition of these children in spite of the 
roentgen-ray evidence of tuberculosis of the medias- 
tinum. It is possible that such an infection of the 
lymphadenoid tissue in the throat, if not complicated 
by frequent secondary infection, is of value from the 
point of view of immunity. 

9. When tubercles are found in the tonsil on 
histological examination, the infection is already 
widespread in the cervical and mediastinal glands, 
and probably also in the mesenteric glands. 

10. In such cases the removal of the tonsils and 
adenoids is of value because it reduces the secondary 


infection, but there is no evidence that operation on 
the throat will remove the only tuberculous focus 
in the body. 

11. Tuberculosis of the tonsils or adenoids is never 
recognizable from the gross appearance before opera- 
tion unless there are superficial ulcerations second- 
ary to an open pulmonary lesion. When the lesion 
is discovered microscopically, it is probably advis- 
able not to alarm the patient’s family, to stigmatize 
the patient as tuberculous, or seriously to interfere 
with his ordinary routine duties, since the majority 
of such subjects will probably never have clinical 
symptoms of the disease. Otro M. Rott, M.D. 


Lewis, E. R.: Fundamental Considerations Under- 
lying Roentgen Therapy of Tonsils. Am. Otol., 
Rhinol. & Laryngol., 1924, xxxiii, 198. 

Lewis is of the opinion that some of the arguments 
favoring roentgen-ray therapy of tonsils are mis- 
leading and dangerous as the knowledge of some 
practitioners and of patients relative to physiology is 
not sufficient to protect them against misconceptions. 

The object of X-ray treatment is the destruction 
of lymphoid tissue. In the author’s opinion it causes 
destruction of surrounding tissue and of the lym- 
phatic structures below and beneath the tonsil. 

Large size of the tonsil does not necessarily in- 
dicate disease; often apparently normal tonsils are 
large. The tonsil serves as a protector against in- 
fection in the same manner as the deeper cervical 
lymphatics and its destruction in the absence of 
definite evidence of disease is unwarranted. Fre- 
quently the tissue becomes enlarged to take care of a 
temporary infection. 

The employment of such a powerful agent as the 
X-ray by those unfamiliar with the physiological 
and pathological fundamentals of the area in which 
they are working is dangerous. 

James C. BraAsweELt, M.D. 
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Christopher, F.: The Surgical Treatment of Later- 
al Cervical Fistulz. Surg., Gynec. & Obst., 1924, 
XXXViii, 329. 

The author calls attention to the important work 
of Wenglowski on this subject which was published 
in 1912 and has been frequently overlooked by recent 
investigators. This work has brought into discard 
the branchiogenic theory of origin of lateral cer- 
vical fistulae. In his investigation of median and 
lateral cervical fistula Wenglowski studied seventy- 
eight embryos ranging in length from 2 to 49 mm. 
Serial sections were made of these, and from the 
sections, wax plates were made which were built 
up to form large wax models. Serial sections were 
made also of 147 child and fifty nine adult cadavers. 
In addition, Wenglowski studied twenty-one cases of 
neck fistula or cysts. Among his conclusions were 
the following: 

1. The branchial clefts or grooves in man are 
not open. 
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2. The branchial apparatus cannot leave rem- 
nants in the neck below the hyoid. 

3. The thymus originates from the third pharyn- 
geal pouch in the form of a long canal running ob- 
liquely from the lateral pharyngeal wall to the 
sternum where the characteristic thymus substance 
begins to develop. 

4. The vestiges of the thymic duct may change 
into a lateral cervical fistula or cyst. 

5. The lateral thyroid lobes also have a short 
canal which disappears early. It is possible that 
like the thymic duct, this canal also may persist 
and form fistula and cysts. 

The fistula may be so large that crumbs of bread, 
etc. may pass through them from the mouth. At- 
tempts at treatment by the injection of chemicals 
and by electrolysis have not been successful. 
Radical surgical extirpation is the only sure method 
of effecting a cure. 

The various operative procedures are described in 
detail and shown by illustrations. The article is 
concluded with the report of a case operated on suc- 
cessfully by the von Hacker method and with a 
list of the more important articles on _ lateral 
cervical fistule. 


Royster, H. A.: Tumors of the Carotid Body. South. 
M.J., 1924, xvii, 196. 

Royster reports a case in which a carotid tumor 
that had been present for several vears was removed 
and the common carotid artery and both of its 
divisions were ligated. There has been no recurrence 
in more than three years. The pathological diag- 
nosis was perithelioma. The common carotid ar- 
tery ran through the tumor. 

The carotid body has been known since 1743 
when it was first described by von Haller. In 1862 
Luschka noted its constant occurrence and _ first 
described its microscopic appearance. Riegner, in 
1880, was the first to remove a tumor of the gland 
and to call attention to the malignant tendency of 
such growths. Up to 1922, more than ninety cases 
had been reported. In spite of this, the etiology, 
histology, and symptoms are still more or less 
obscure. 

The function of the carotid gland is not known. Its 
juice will kill a rabbit in a few minutes, and small 
doses will depress the vascular system. Bilateral 
removal of the gland has caused glycosuria and fatal 
cachexia. Undoubtedly it belongs to the sympa- 
thetic ganglia. 

As far as is known, the diseases consist only in 
the formation of tumors peculiar in structure and 
uniform in type. The neoplasms must be regarded as 
benign as they are encapsulated and of slow growth, 
and do not metastasize. Recurrences, however, are 
not uncommon. Primary sarcoma and carcinoma 
are occasionally seen. Pathological interest centers 
around ihe ‘‘specific tumor cells,’ the derivation 
of which is still a matter of dispute. 

Pre-operative diagnosis of tumor of the carotid 
body is rare. The following summary of the signs, 


given by Klose in a recent article, emphasizes the 
points essential for the diagnosis: 

1. Location at the bifurcation of the common 
carotid. 

2. Good lateral mobility with limited vertical 
mobility. 

3. Ovoid form, a superficially uneven surface, and 
a firm elastic consistency. 

4. Expansile pulsation and a systolic bruit, both 
of which disappear after compression of the common 
carotid. 

5. Anterior arching of the wall of the pharynx 
and paralysis of the vocal cord. 

6. Occasional narrowing of the pupil on the dis- 
eased side. 

7. Slow growth and protracted duration. 

8. Absence of pain on palpation. 

According to Cohn, the conditions to be differen- 
tiated from carotid tumors are lymphosarcoma, me- 
tastatic carcinoma of the lymphatic glands, aneu- 
rism, gumma, tuberculous cervical glands, and aber- 
rant thyroid. 

In the treatment, early and complete removal, 
even at the expense of the large vessels, seems ad- 
visable. The operation may be done in two stages 
according to Halsted’s plan by first ligating the 
common carotid artery and then waiting for several 
days before extirpating the growth. To date, no 
case treated successfully by medication or radiation 
has been recorded. CLayton F. AnpREws, M.D. 


Wood, C. G. R.: A Note on the Directoscope. /. 


Laryngol. & Otol., 1924, XXxix, 141. 


The directoscope is an instrument designed by 
Haslinger of Vienna for the direct examination of 
the larynx. It was introduced about a year ago. 
In its use, the anterior surfaces of the vertebral bod- 
ies on a level with the posterior surface of the cricoid 
cartilage in the hypopharynx are employed as a 
fixed point for counter-pressure to expose the larynx 
by pressing forward the base of the tongue. 

The instrument may be employed under cocaine 
anesthesia and with the patient in the sitting posi- 
tion, and can be so fixed in place that both of the 
examiner’s hands are left entirely free. It is a 
simple instrument which is portable, compact, and 
moderate in price. It is made by Reiner of Vienna 
and costs in Vienna about £7. 

In the presence of post-cricoid, growth its use is 
contra-indicated. B. Stark, M.D. 


Spencer, F. R.: The Diagnosis, Differential Diag- 
nosis, and Prognosis of Laryngeal Tuberculosis. 
Ann. Otol., Rhinol. & Laryngol., 1924, xxxili, 163. 

Green, J. B.: The Electrocautery in the Treatment 
of Tuberculosis. Ann. Otol., Rhinol. & Larynye!., 
1924, XXXili, 193. 

SPENCER states that primary laryngeal tubercu- 
losis is so rare that it is scarcely worth consideration. 
The subacute secondary type is more frequent 
than the acute and under proper treatment for the 
pulmonary and laryngeal disease will usually pass 
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into the chronic stage. In such cases there is hoarse- 
ness and the posterior wall of the larynx shows mod- 
erate involvement. 

The chronic type, which is the most common, is 
characterized by infiltration with a decided tendency 
toward fibrosis. The patient may complain of a dry 
throat and hoarseness and the disease may show little 
tendency to extend to other parts of the larynx. 

Slight huskiness of the voice is one of the very early 
symptoms. The disease is not continuously progres- 
sive as weeks and months may go by without marked 
changes. With greater involvement of the larynx 
there is constant hoarseness. In the beginning, tu- 
berculous ulcers are usually superficial and have ir- 
regular edges. Later they may be deep but do not 
have the punched-out edges so often seen in syphilis. 
(Edema may be an early symptom but as a rule oc- 
curs late. 

The different parts of the larynx are usually in- 
volved in the following order: (1) the arytenoids, 
(2) the interarytenoid region, (3) the vocal cords, 
(4) the ventricular bands, (5) the epiglottis. 

GREEN states that the electrocautery relieves pain, 
effects a cure, and is suitable for almost any type 
of lesion. No attempt is made to remove all of the 
diseased tissue as in cases of malignant growths, 
the purpose being rather to stimulate the formation 
of new blood vessels with later development of scar 
tissue. 

The chief advantage of the use of the electro- 
cautery is that it gives a hopeful prospect of healing 
the lesion and restoring the natural voice. It is not 
indicated in late stages of the disease when there 
is very extensive involvement of the chest. 

In the use of the cautery Green follows the method 
of Wood. The larynx is anesthetized with an ap- 
plicator dipped in cocaine flakes. Three applica- 
tions are made at intervals of several minutes. Ul- 
cerations require superficial cauterization with a 
knife. Infiltrations, except within the larynx proper, 
require needle punctures. It is best to make only 
three or four punctures at one sitting. Following 
the cauterization the patient should remain ab- 
solutely silent for at least a week. Cracked ice held 
in the mouth at frequent intervals for several days 
following the use of the cautery seems to lessen 
the reaction. James C. BRASWELL, M.D. 


Mackenty, J. E.: The Operative Treatment of 
Cancer of the Larynx. J. Laryngol. & Otol., 1924, 
XXXIX, 67. 

The author divides the surgical period in cases of 
cancer of the larynx into three stages: the prepara- 
tion; the operation; and the after-treatment. 

_ The preparation. During the week before opera- 
tion three colon irrigations are given at two-day 
intervals. The first one is preceded by castor oil. 
The patient should come to operation with an empty 
and clean colon. During this week the diet should 
be low in protein. 

The operation. A combination of local and general 
anesthesia is preferable. There is a distinct advan- 


tage in laying bare the larynx and the first and second 
tracheal rings under local anesthesia. 

The T incision is used. The dissection is carried 
backward until the larynx and trachea are skeleton-. 
ized. When hemostasis is complete and all vessels are 
tied, a general anesthetic is administered. The 
trachea is cut across just below the cricoid, or lower 
if necessary, care being taken that no blood enters 
the lumen of the tube. One or two drops of 10 per 
cent cocaine injected between two rings in the tra- 
chea before it is divided will allay cough. The larynx 
is lifted forward and the posterior wall of the trachea 
is incised down to the cesophageal wall. A rubber 
tube which fits snugly into the tracheal lumen is | 
inserted into the trachea to a depth of about 2 in. 
This acts as a tracheal extension, turns back the 
blood, and enables the anesthetist to continue the 
anesthesia without being in the way. 

The larynx is separated from the cesophagus from 
below upward to a point behind the arytenoids. It 
is then allowed to fall back into position and the 
thyrohyoid membrane is divided. In this manner an 
opening into the hypopharynx is made just below 
the attachment of the epiglottis. Before this is done 
the anxsthetist sucks out all the secretion from the 
mouth and nasal cavity and paints the cavities with 
a 2 per cent solution of mercurochrome. The edges 
of the opening in the thyrohyoid membrane are 
grasped and held apart. A yard of folded gauze, 2 
in. wide is packed into the hypopharynx and upward 
until it fills the hypopharynx, the pharynx, and the 
mouth. At this point a careful inspection is made of 
the growth. If it is found entirely intrinsic, the 
larynx is removed by cutting as closely as possible 
to the superior border of the thyroid cartilage. The 
opening thus made into the hypopharynx is small 
and lends itself better to successful repair. If the 
disease has approached the top of the laryngeal box 
or has involved the arytenoid, more tissue is sacri- 
ficed, even to the removal of the anterior hypo- 
pharyngeal wall adherent to the posterior surface of 
the larynx. 

Just before the last stitch is tied in the closure of 
the hypopharynx, the anesthetist removes the gauze 
packing through the mouth and again cleanses the 
pharynx and mouth by suction and paints them with 
a solution of mercurochrome. A feeding tube of a 
size which will pass through the nose without undue 
pressure is then introduced through the more open 
side. When its point appears in the oesophagus 
beneath the untied stitch, the surgeon directs it into 
the oesophagus to a depth of 6 or 8 in. The point of 
exit from the nose is carefully marked and the tube 
secured to the face. 

The last stitch is then tied. If the amount of 
tissue permits it, a second layer of stitches is placed 
over the first in the hypopharyngeal closure. No. 1 
plain gut is used. 

The trachea is anchored to the skin of the neck 
by two or three mattress sutures passed around a 
ring, brought out about 1 in. or more from the 
edge of the wound, and tied on small perforated lead 
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disks. These steady the tracheal stump in the wound 
and relieve the strain upon the stitches which are 
to unite the skin edges with the mucous membrane 
of the trachea. It is essential to obtain a primary 
union at the intersection of the two lines of the T. 
After-treatment. The drains are left in position 
for from five to seven days if possible. Cleansing of 
the wound is begun about the third day. A suction 
apparatus is attached to one end of the double tube 
in each drain and saline solution gently introduced 
through the other end. The flow is continued until 
the wound is clean. Provision should be made for 
ample drainage. Any well-balanced diet which can 
be reduced to a fluid or semi-solid state may be 
given. James C. Braswe.t, M.D. 


Steinlin: The Status of the Goiter Campaign in 
Switzerland (Stand der Kropfbekaempfung in der 
Schweiz). Schweiz Ztschr. f. Gesundheitspfl., 1923., 
iv, 456. 

The systematic campaign against goiter can be 
successful only when a regular supply of iodine is 
made available to all. Iodine is necessary for life; 
it is contained and deposited in small amounts in an 
albuminous compound in the thyroid gland and is 
present in still smaller amounts in other organs. It 
plays a very distinct réle in the body economy. In 
regions where goiter is common, the foodstuffs and 
air are deficient in iodine and this deficiency causes 
a hypofunction of the thyroid and possibly also of 
other glands. The deficiency can be remedied by 
giving iodine in tablet form or adding it to the food. 

An iodized sodium chloride is made which con- 
tains 0.5 gm. of iodine per 100 kgm. If the daily con- 
sumption of salt is calculated as 10 gm., only 0.5 
mgm. of iodine is taken, which is far below the 
maximal dose. 

The health authorities in the cantons of St. Gall 
and Appenzell report good results from the use of 
this iodized salt. Ten cantons and five half-cantons 
in Switzerland are using the cooking salt prophylaxis; 
only nine cantons and one half-canton do not use it, 
and of these, only two or three may be considered 
as having a low incidence of goiter. 

The results of the sodium-chloride treatment will 
be noticed chiefly in future generations. The 
Goiter Commission recommends the administration 
to school children of so-called school tablets, one a 
week for a year and then one from eight to twelve 
times a year during the following years. This treat- 
ment causes the disappearance of existing goiter. 

Statistics based upon 44,500 school children in 
the canton of St. Gall showed that only 6.4 per cent 
were free from goiter, 31.7 per cent had a palpable 
thyroid gland, 39.8 per cent had a soft struma, 22.1 
per cent had a nodular struma, and 61.9 per cent 
had a well-defined goiter. 

The author believes that with an energetic cam- 
paign, thyroid disease as an endemic affliction can be 
wiped out in Switzerland. While there is also the 
possibility that the number of cases of so-called 
Basedow’s disease will be increased somewhat as in 


non-goitrous regions, Basedow’s disease, which is 
curable, does not compare in importance with hypo- 
thyreosis, cretinism, and endemic deaf-mutism now 
prevalent. The latter have been responsible also 
for many cases of goiter heart. In Basedow’s disease 
iodized calcium chloride is contra-indicated. In the 
author’s opinion the sale of iodine preparations 
should be restricted to doctors’ prescriptions. 

In the discussion of this paper, SILBERSCHMIDT re- 
ported the good results that followed the treatment 
of goiter over a period of years in a technical school 
for women. Chocolate tablets containing 5 mgm. of 
iodine were given girls between 15 and 21 years of 
age. Soft goiters disappeared, but Silberschmidt 
warned against drawing conclusions too early. 

Gtass (Z). 


Hyman, H. T., and Kessel, L.: Studies of Exoph- 
thalmic Goiter and the Involuntary Nervous 
System. X. The Course of the Subjective and 
Objective Manifestations in Fifty Unselected 
Patients Observed Over a Period of Two Years, 
in Whom No Specific Therapeutic Measures 
Were Instituted (‘‘Spontaneous Course’”’). 
Arch. Surg., 1924, viii, 149. 


The cases reviewed showed a marked progressive 
tendency toward amelioration of the objective mani- 
festations of exophthalmic goiter, a gain in weight 
which compared favorably with that in cases given 
specific therapy, and in the first year a progressive 
decrease in the basal metabolism. 

Subjectively, recovery was not complete in the 
sense of a cure as there was persistence of some of the 
symptoms. However, the latter did not interfere 
with economic restitution, and severe incapacitating 
exacerbations became infrequent. 

ARTHUR L. SCHREFFLER, M.D. 


Mason, E. H.: The Use of Lugol’s Solution in the 
Treatment of Exophthalmic Goiter. Canadian 
M. Ass. J., 1924, xiv, 2109. 

The remarkable results recently obtained with 
Lugol’s solution (iodine 5 per cent, potassium iodide 
10 per cent) in exopbthalmic goiter favor the con- 
tention that Graves’ disease is an intoxication with 
an abnormally formed chemical complex which is 
possibly an imperfectly iodexed thyroxin molecule. 
The introduction of iodine into the system tends 
to enable the thyroid gland to manufacture the 
thyroxin complex normally, stopping, or at least 
decreasing, the secretion of an abnormal product. 
According to this theory Graves’ disease is 4 
dysthyroidism. 

By the use of Lugol’s solution in true cases of 
exophthalmic goiter, the pulse rate and basal metab- 
olism are lowered to normal in a very few days. 
This improved state can be maintained with small 
doses. The exophthalmos disappears very slowly, 
but there is a tendency for the eyeball to recede 
with the decreasing pulse rate. It is not yet known 
whether a complete cure can be obtained with this 
treatment. ARTHUR L. SHREFFLER, M.D. 
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Plummer, H. S., and Boothby, W. M.: The Value 
of Iodine in Exophthalmic Goiter. J. Jowa 
State M. Soc., 1924, xiv, 66. 

A preliminary report of the value of iodine in the 
treatment of exophthalmic goiter was made by 
Plummer at the meeting of the Association of 
American Physicians in June, 1923. 

Liquor iodi compositus, or Lugol’s solution, was 
used as the iodine preparation because it is an aqueous 
solution of iodine (5 per cent) and potassium iodide 
(10 per cent), and therefore provides a large amount 
of iodine loosely combined with potassium. It has 
been found that, on the average, the optimal dose 
is 10 drops of Lugol’s solution, well diluted with 
water arid followed by half a glass of water. Cer- 
tain patients who did not react to 5 drops, re- 
acted to 10 drops. Some of the most rapid reactions 
were observed when to drops were given three times 
a day. At the present time the routine dose in the 
average moderately severe case is 10 drops once or 
twice daily. When there is a critical gastro-intestinal 
or mental crisis, this amount is given three or four 
times a day for a few days and then once or twice a 
day. If the drug is not tolerated when administered 
by mouth, it is given in similar doses by rectum; 
rectal administration, however, has been found 
necessary for a few days only for patients with severe 
gastro-intestinal crises and constant nausea and 
vomiting. As soon as the vomiting is controlled, the 
solution is given by mouth. 

Ten cases are reported in detail. In one case, 
four metabolic tests made during July and August 
ranged between +40 and +50 per cent and two liga- 
tions were done, but Lugol’s solution was not em- 
ployed. After three months’ rest at home following 
the ligations the patient returned to the Clinic with 
the basal metabolic rate on three observations dur- 
ing the first week ranging between +60 and +62 per 
cent. Lugol’s solution was then begun, 10 drops 
being given three times a day. On the sixth day 
after the iodine was begun the basal metabolic rate 
was +39, on the ninth day 36, on the + thirteenth 
day +14, and on the sixteenth day +9. Thyroidec- 
tomy was then performed with entire safety. 

A conservative estimate of the number of patients 
with exophthalmic goiter who have been treated 
with Lugol’s solution at the Mayo Clinic is 600. 
No patient with unquestioned exophthalmic goiter 
has been made worse by the Lugol’s solution. On 
October 19, a count was made of the patients then in 
the hospital under treatment for goiter in order to 
estimate the relative frequency of a beneficial effect 
from the administration of Lugol’s solution. There 
were twenty patients with adenomatous goiter, 
with or without hyperthyroidism, who did not 
receive Lugol’s solution. Five patients, possibly 
having adenomatous goiter with hyperthyroidism, 
were given Lugol’s solution because exophthalmic 
goiter could not be definitely excluded; of these, one 
was benefited definitely, and three slightly. In one 
case the data were not sufficient for an opinion. Of 
fifty-six patients with definite exophthalmic goiter 
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who received Lugol’s solution, thirteen did not have 
a sufficient number of metabolism tests to warrant an 
opinion. Of the forty-three others, sixteen (37 per 
cent). showed marked and prompt improvement after 
the administration of Lugol’s solution; fourteen 
(32 per cent) were definitely benefited, and eleven 
(26 per cent) benefited only slightly as after hospital- 
ization and rest; and only two (5 per cent) were not 
affected. From this survey it seems probable that 
approximately two-thirds of the patients with exoph- 
thalmic goiter will be greatly benefited; one-fourth 
will be slightly benefited; and the remainder, or 
about one patient in twenty, will not be demonstra- 
bly benefited. The probability that the iodine will 
do harm is less than 1:600. . 

As has been reported by Pemberton, the mor- 
tality rate in 1922 following surgical procedures for 
exophthalmic goiter had been reduced at the Mayo 
Clinic to 1.7 per cent on the basis of the number of 
patients operated upon, and to less than 1 per cent 
on the basis of the number of operations. In the 
main, Crile was correct when he attributed this low 
mortality rate to surgical technique instead of to 
the pre-operative treatment and medication. That 
factors other than surgical technique affect the 
surgical mortality indirectly and in a complicated 
manner is borne out by the following facts: 

In 1918, sixteen patients with exophthalmic goiter 
died before operative procedures were possible; in 
1919, eighteen died, in 1920, fifteen; in 1921, ten; 
and in 1922, sixteen, an average of fifteen during 
each of the last five years. Before this year no drug 
was known to exert a material influence on the 
natural course of the disease, and there was none 
which could be administered with the expectation 
that it would avert impending death. During nine 
and one-half months of the present year, apparently 
because of treatment with Lugol’s solution, only 
four patients died before surgical intervention was 
possible. All who have observed the improve- 
ment in patients with exophthalmic goiter following 
the administration of this drug are convinced of its 
value in this disease. Not only has the pre-operative 
mortality rate been reduced, but the patients have 
been accepted later by the surgeons as operative 
risks. In spite of the acceptance of these cases which 
in the beginning were poor operative risks, the 
surgical mortality rate and the frequency of the 
typical postoperative hyperthyroid reaction result- 
ing in death has progressively decreased. 

Plummer and Boothby emphasize the dangers of 
indiscriminate use of iodine in the treatment of cases 
of goiter. Their experience confirms that of Kocher 
in a certain definite but restricted sense, since they 
have repeatedly seen patients with adenomatous 
goiter without hyperthyroidism rendered hyper- 
thyroid by the administration of iodine. Their 
recommendation for the use of iodine is limited to 
true exophthalmic goiter exhibiting the characteris- 
tic symptoms described elsewhere by them and 
accompanied pathologically by diffuse parenchy- 
matous hypertrophy. 
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Roth, O.: The Dangers of Iodine Therapy, with 
Special Consideration of Modern Attempts 
at Goiter Prophylaxis (Ueber die Gefahren der 
Jodtherapie unter spezieller Beruecksichtigung der 
modernen Bestrebungen der Kropfprophylaxe). 
Schweiz. med. Wehnschr., 1923, lili, 865. 


On the basis of thirty cases of iodism following the 
use of iodostearin, Roth warns against the indis- 
criminate prophylactic treatment of goiter. Of 
particular interest is the fact that the majority of 
the patients were given only very small single and 
total doses of the iodostearin but developed typical 
symptoms of thyroidism and some of them even an 
iodine goiter (Kocher). 

One patient had pronounced symptoms of iodine 
goiter after three months’ use of the iodized so-called 
‘full salt.” In another case of severe iodine goiter 
produced by the iodostearin tablets permanent 
arrhythmia with cardiac enlargement resulted. 

KocHER (Z). 


Patel: Exophthalmic Goiter Operated upon by 
Jaboulay Twenty-six Years Ago by Bilateral 
Section of the Sympathetic Nerve (Goitre 
exophthalmique opéré par Jaboulay il y a vingt-six 
ans par section bilatérale du sympathique). Lyon 
chir., 1924, xxi, 81. 


The patient, a woman, developed exophthalmic 
goiter at the age of 25 years. Medical treatment was 
without effect and during the menopause the symp- 
toms became aggravated. In her forty-seventh year 
of age, when the signs of the disease were very 
marked, Jaboulay sectioned the cervical sympathet- 
ics. Rapid improvement resulted. After two months 
the heart and respiration had become quiet, the 
pulse rate was 60, and the dyspnoea and nervous- 
ness had ceased. Fourteen years later the neck was 
normal, the pulse rate was 80 and regular, there 
was no palpitation or tremor, slight dyspnoea was 
noted only when the patient mounted the stairs, 
and the exophthalmos was only moderate. Today, 
twenty-six years later, when the patient is 73 years of 
age, the condition is unchanged and she is of 
the opinion that she was cured by Jaboulay’s oper- 
ation. 

Leriche, who has performed Jaboulay’s operation 
many times, was surprised that the only persisting 
sign was the exophthalmos as usually this is the 
sign most markedly influenced by operation on the 
sympathetics. In discussing the case report he em- 
phasized the importance of careful removal of the 
upper pole of the ganglion. 

Patel ascribed the persistence of the exophthalmos 
to its long duration before operation, which may 
have resulted in sclerosis. 

WaLtTerR C. BurKET, M.D. 


Roeder, C. A.: Thyroidectomy. J. Am. M. Ass., 
1924, Ixxxii, 517. 


To prevent an unsightly scar from induration and 
adhesions between the skin and the muscles and the 
skin and the trachea, Roeder uses the following 
technique: 

The Kocher incision is carried one layer deeper 
than usual, that is, through the deep fascia, and 
the fascia is sharply dissected from the muscles 
beneath. The lobe of the thyroid to be resected is 
exposed by making a vertical incision through the 
sternothyroid and sternohyoid muscles, 1 in. or more 
lateral to the midline and retracting the muscles 
outward. When necessary, a very small rubber 
drainage tube is inserted. The split incision in the 
muscles is closed with No. oo plain catgut and the 
skin incision is closed with No. o plain gut passed 
through the deep fascia and platysma muscle. 

ARTHUR L. SHREFFLER, M.D. 


De Quervain, F.: The Mortality of Operation for 
Simple Goiter (La mortalité de l’ opération du 
goitre simple). Presse méd., Par., 1924, xxxii, 69. 


De Quervain’s statistics of 2,200 operations for 
simple goiter showed a total mortality of 0.86 per 
cent. In the cases of 1,682 patients less than 40 
years of age there was only one postoperative death. 
The mortality (0.6 per cent) is therefore practically 
nil for this age period. In the cases of 316 patients 
between 40 and 50 years of age there were three 
postoperative deaths, a mortality of 1 per cent. In 
the cases of 145 patients in the sixth decade the 
mortality was 4.1 per cent, among patients in the 
seventh decade, 20 per cent, and among those in 
the eighth and ninth decades, 25 per cent. From 
these figures it may be concluded that with the 
perfection of present-day surgical technique the 
danger has decreased up to the time of life when 
cardiovascular and renal manifestations begin to 
appear. The patient may be told that there is prac- 
tically no risk under the age of 40 years, but that 
thereafter the danger rapidly increases. 

The greater the age the more important are the 
organic stigmata and the greater the necessity for 
pre-operative prophylaxis. DeQuervain gives pa- 
tients with cardiac conditions a pre-operative 
course of digitalis and those with diabetes or renal 
conditions dietary restrictions. The night before 
operation camphorated oil or optochine is adminis- 
tered. By these means the danger of pneumonia and 
operative shock is lessened. Shock is the principal 
risk in the goiter operation. De Quervain has never 
seen it in patients under 40 years of age, but it was 
the cause of half of the deaths of patients over 40 
years of age. W. A, BRENNAN. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Dowman, C. E.: Head Injuries. J. Med. Ass. 
Georgia, 1924, xiii, 87. 

Head injuries should be considered from the stand- 
point of brain damage. Within certain physiological 
limits the soft parts accommodate themselves to 
changes in the shape of the skull, but when the 
limit is reached there is local damage to the blood 
vessels, membranes, and brain and increased intra- 
cranial pressure due to hemorrhage and oedema. 
The medullary centers are subject to this pressure. 
Four stages of cerebral compression occur: (1) the 
symptomless stage; (2) the stage of moderate in- 
crease with headache, vertigo, restlessness, and ir- 
ritability; (3) the stage of medullary compensation 
in which increasing blood pressure overcomes intra- 
cranial tension; and (4) the stage of medullary 
exhaustion in which compensation fails. 

The local symptoms depend upon the area in- 
jured, and certain general symptoms and findings 
depend upon the degree of pressure and the location 
of the trauma. The temperature, which is at first 
subnormal, is frequently raised later. The pulse 
rate, which is primarily increased, becomes slow and 
full if compression ensues. The blood pressure is sub- 
normal during shock but rises with the increase in 
intracranial tension. Respiration is at first quick 
and shallow but becomes slow and stertorous. Pu- 
pillary changes may be of any type. The eye-grounds 
should be examined routinely for venous dilatation, 
cedema, and choked disk. The pressure of the spinal 
fluid should be determined and the spinal fluid exam- 
ined for the presence of blood. 

There are eight types of head injury: 

1. Massive brain injuries with profound coma 
and medullary exhaustion. These cases do not re- 
spond to any type of treatment. 

2. Middle meningeal hemorrhage. The history 
and findings are typical. The treatment is operative. 

3. Fractures with local brain injury. These should 
be treated by débridement. 

4. Lesions with rapidly increasing intracranial 
tension. Subtemporal decompression is indicated. 

5. Lesions with slowly increasing pressure and 
not marked symptoms. Frequently repeated doses 
of magnesium sulphate, a hypertonic diet, and oc- 
casionally the intravenous injection of 50 c.cm. of a 
30 per cent sodium chloride solution will arrest the 
increase in pressure. 

6. Cerebral concussion with momentary loss of 
consciousness followed by practically no symptoms. 
Observation should be continued for several days. 

7. Depressed skull fractures without symptoms. 
Operation is indicated 
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8. Scalp lacerations. These should be carefully 
cleaned and the skull inspected before they are 
sutured. M. L. Mason, M.D. 


Delherm and Morel-Kahn: The Roentgenography 
of Intracranial Tumors with the Exception of 
Hypophysial Tumors (La radiographie des tu- 
meurs intracraniennes; tumeurs de |’ hypophyse 
exceptées). Presse méd., Par., 1924, xxxii. 93. 


The authors review the progress of recent years 
in the roentgenological diagnosis of intracranial 
tumors. In certain cases the calcium content of the 
tumor may be insufficient to allow it to be seen 
directly and it is manifested only by the changes it 
causes in the cranium by compression or erosion. 
If it has a calcium content sufficient to produce a 
shadow it is directly visible apart. The authors dis- 
cuss the roentgenological diagnosis of both invisible 
and visible tumors. The first group include ponto- 
cerebellar tumors, hydrocephalus, sarcoma, and the 
cranial tumors of infancy. 

Most directly visible intracranial tumors are cal- 
cified and malignant. In this group are endothelio- 
mata, sarcomata, fibromata, and psammomata. 

The authors report two cases of cerebral tumor 
in which the growth was clearly visible in the roent- 
gen picture. In the first, a thorough clinical exam- 
ination led to the diagnosis of cerebral tumor. The 
roentgen plates showed a spherical mass about 6 cm. 
in diameter with clear borders which occupied the 
right frontal region. Operation revealed a tumor 
which on histological examination proved to be a 
psammoma or angiolithic sarcoma. 

In the second case examination revealed a bony 
projection on the right of the cranium. At opera- 
tion a tumor was enucleated from the frontal region. 

Because of the difficulty sometimes experienced 
in diagnosing tumors of the brain and determining 
their exact localization, no method of exploration 
should be neglected. The X-ray may be of great 
aid. Direct visibility of tumors, which is dependent 
upon their calcium content, is the exception, but 
erosion of the bones, especially of the internal 
table, modifications of the shape of the sella turcica 
under the influence of a tumor in its neighborhood, 
enlargement of the osseous sutures, especially in the 
infant, are signs of importance. W. A. BRENNAN. 


Demel, R.: Meningitis Serosa Circumscripta Cere- 
bralis Simulating Tumor of the Brain, and a 
Contribution on Its Etiology (Die Meningitis 
serosa circumscripta cerebralis unter dem Bilde des 
Hirntumors, und ein Beitrag zu ihrer Aetiologie). 
Arch. f. klin. Chir., 1923, cxxv, 561. 


The author reviews briefly forty-eight cases of 
meningitis serosa circumscripta cystica in the cra- 
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nial cavity. In one-third of them the condition was 
localized in the posterior cranial fossa. These cases 
can be treated very successfully by operative meas- 
ures. A cure followed operation in 89.7 per cent 
of those reviewed. The operative mortality was 214 
per cent and the total mortality, including that of 
cases not operated upon, 14% per cent. 

The origin of the cysts was traced to chronic 
inflammatory processes in the meninges accompanied 
by adhesions and overgrowth. While the normal 
meninges are not permeable to fluids, it may be 
assumed that under pathological conditions with 
changes in the blood vessels, the cyst walls may 
produce fluid. Chief among the causes are trauma 
and infection. 

Because of the uncertainty of the symptoms, the 
diagnosis is often very difficult, especially the differ- 
entiation from tumor of the brain. A case in which 
the course simulated that of brain tumor is reported. 
The patient, a man 34 years of age, had also a con- 
genital developmental defect of the brain which 
probably had some etiological relationship to the 
meningitis. In 1917 an operation was performed for 
suspected tumor of the cerebellum by von Haberer. 
Fluid poured out in a stream from an arachnoid 
cyst, but otherwise there were no pathological find- 
ings. In 1918, because of recurrence of the symp- 
toms, a puncture was made at the site of the former 
trephination. A small amount of fluid was evacu- 
ated. Death occurred very suddenly a few days 
later. 

Autopsy revealed a large subarachnoid cyst in the 
left island of Reil and marked separation of the left 
frontal and temporal lobes. A smaller cyst was found 
in the region of the anterior horn of the left lateral 
ventricle and a tightly filled cyst in the region of 
the defect in the cranium in the back of the head. 
The diagnosis was microgyrus of the frontal and 
temporal opercular region with abnormal con- 
formation of the sulci and gyri. 

It is evident, therefore, that a congenital ab- 
normality in the region of the fossa of Sylvius led 
remarkably late in life to a circumscribed external 
hydrocephalus associated with a relatively mild 
meningitis serosa. The clinical picture was char- 
acterized by masking of the local symptoms by 
the general symptoms. The findings were there- 
fore dependent primarily upon the presence of fluid. 

TOELKEN (Z). 


Ayer, J. B.: A Brief Review of Certain Mechanical 
Considerations in the Treatment of Meningitis. 
N. York State J. M., 1924, xxiv, 380. 


Ayer discusses certain characteristics of the cere- 
brospinal fluid pathways in relation to the course of 
meningeal infection which underlie the treatment of 
all forms of meningitis. 

The meninges are attacked by invading organisms 
in two ways: (1) through the blood stream, and (2) 
by spreading from a focus of infection. Having 
reached the subarachnoid space, the bacteria spread 
with such rapidity that in most cases, almost from 


the beginning, the process is a cerebrospinal con- 
dition. Although the arachnoid is the first to react 
to the invasion, the pia is soon penetrated and in- 
vasion of the subpial nervous tissue occurs. The 
perivascular spaces become infected, exudate is 
found in the ventricles, and, before long, a peri- 
ventriculitis is present. If death does not occur in 
the period of rapid dissemination, a tendency toward 
localization becomes manifest. The exudate tends 
to localize in foci of the subarachnoid spaces. The 
most common areas of localization are the deep 
cerebral sulci, the basilar cisterne, and the spinal 
meninges below the foramen magnum and at the 
thoracic level. 

Theoretically, treatment should be directed to- 
ward drainage of the infected membranes and ir- 
rigation of all meningeal recesses, but practically, 
this cannot be done. However, it is possible to reach 
the subarachnoid space by other means than lumbar 
puncture. Multiple punctures of the spinal canal 
give admittance to the cranial fluid pathways for 
drainage and irrigation. In addition to the lumbar 
route, ventricular and cortical subarachnoid punc- 
tures have proved of value in the treatment of 
meningitis. Puncture of the cisterna magna has 
been done by Ayer in 350 cases without accident. 
When this is combined with a lumbar puncture 
below and a cortical subarachnoid puncture above, 
the opportunity is offered to irrigate the meninges 
provided there is no block. 

The indication for the various methods of treat- 
ment depends upon the presence or absence ot a 
block in the cerebrospinal fluid pathway. Menin- 
gococcus meningitis should be treated with serum 
through the lumbar route, providing the fluid path- 
ways remain open. If the spinal subarachnoid space 
is blocked by exudate, drainage or serum adminis- 
tration should be effected through the cisterna, ven- 
tricles, or cortical meningeal spaces. In other forms 
of meningitis, lumbar and even cisternal drainage 
is entirely ineffective. On the other hand, irriga- 
tion, if begun early, may be of value. 

Loyat E. Davis, M.D. 


Ford, F. R., and Firor, W. M.: Primary “Sarcoma- 
tosis” of the Leptomeninges. Bull. Johns Hop- 
kins Hosp., Balt., 1924, xxxv, 65. 

Four cases of so-called sarcomatosis of the lep- 
tomeninges are reported in detail and twenty-eight 
cases found in the literature are added in abstract. 

Clinically the first symptoms of this condition 
may be referable to the spinal canal or the cranium, 
but before the termination of its rapid course, both 
cerebral and spinal symptoms are present. The 
symptoms may be grouped as follows: (1) signs of 
increased intracranial pressure, (2) peripheral cranial 
nerve palsies, (3) signs of meningeal irritation, (4) 
signs of a cord lesion, (5) signs of posterior spinal 
root involvement, and (6) symptoms of the primary 
growth. 

Usually the most striking feature presented by 
such cases is the evidence of increased intracranial 
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pressure without any signs of a localized tumor. In 
such cases the spinal symptoms may be characterized 
only by pain in the back and legs. On the other hand 
the symptoms may closely simulate those of a cord 
tumor, particularly when the cerebral symptoms de- 
velop slowly. 

The pathological findings have been very con- 
stant. In fifteen of the cases reported the primary 
growth was found within the cerebral ventricles. 
Hydrocephalus is almost always present. If the 
primary growth is intraventricular, small metastases 
may be found scattered over the ependymal sur- 
face. Tumor cells are usually found implanted about 
the base of the brain from the optic chiasm to the 
pons and within the arachnoidal cisterne and the 
interpeduncular spaces. The perivascular spaces in 
the cortex may be invaded by tumor cells and the 
midbrain is usually invested by a sheath of tumor 
tissue. Beneath the cerebellar lobes the meninges 
are infiltrated, and in each cerebellopontine angle a 
tumor mass is commonly found which invests the 
facial and acoustic nerves. All of the cranial nerves 
become ensheathed by tumor cells which penetrate 
between the nerve fasciculi. In the spinal canal the 
growth fills the subarachnoid space more or less 
completely and is always thickest on the posterior 
surface of the spinal cord. The metastases occur 
first in the perivascular spaces and along the pial 
septa of the cord. Small clusters of tumor cells are 
found about the spinal root ganglia, and all of the 
roots show nodular enlargements. 

Cells of variable shape are found in the spinal 
fluid. Some are large, vacuolated, and multinuclear. 
Others are small round cells with darkly stained 
nuclei which contain very little cytoplasm. The 
larger multinuclear cells are similar to the clas- 
matocytes seen in peritoneal exudates. Metastases 
occur by way of the cerebrospinal fluid. Micro- 
scopically, the picture is that of a true sarcoma al- 
though many tumors show glia fibers and must be 
classified as gliomata. Perhaps the more accurate 
silver stains will show that all of these growths have 
a glial origin. 

Because of the variation in the clinical picture the 
diagnosis of the condition is difficult. The presence 
of the characteristic cells described in the spinal 
fluid is almost pathognomonic of the disease. In 
addition, the cranial nerve palsies which occur are 
peripheral in type, always bilateral, usually sym- 
metrical, and unassociated with signs of a brain stem 
lesion. Primary intraventricular growths may be 
shown by ventriculography. 

Loyat E. Davis, M.D. 


Parker, H. L.: The Clinical Significance of Pain in 
the Area Supplied by the Fifth Cranial Nerve. 
Minnesota Med., 1924, vii, 69. 

Pain in the fifth nerve area without any obvious 
pathological finding to account for it is a difficult 
problem, and one that is frequently presented to the 
neurologist to solve. Paroxysmal trigeminal neural- 
gia belongs in this category, but its characteristics 
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are so clear-cut and so constant in their appearance 
that the diagnosis is less difficult and modern treat- 
ment offers a favorable prognosis. 

However, paroxysmal trigeminal neuralgia is only 
one type of facial pain and constitutes only a small 
number of the cases of pain and disagreeable sensa- 
tions in the area supplied by the fifth nerve. More- 
over, treatment suitable for paroxysmal trigeminal 
neuralgia is productive of disaster when used for any 
disease simulating it. 

The crises of migraine may be restricted to a 
relatively small part of the fifth nerve area. This 
pain usually occurs in the fourth and fifth decades of 
life, replacing the usual headaches, vomiting, and 
scotomata of earlier years, but it may occur earlier. 
In some cases it may be associated with paroxysmal 
trigeminal neuralgia, but it runs a distinct and 
separate course parallel with the latter disease and 
readily distinguished from it by its non-paroxysmal 
character. Section of the posterior root and alcohol 
injections of the fifth nerve in cases of migraine 
make the condition very much worse than before 
the operation. 

Old persons complain relatively often of pains, 
aches, and peculiar sensations in the jaws. These 
symptoms are extremely persistent, do not respond 
to treatment, and become worse with each operative 
procedure. They may be considered as due to 
arteriosclerotic changes in the ganglion or brain stem 
or as part of a senile delusional psychosis. The com- 
mon complaint is a drawing, pulling, or boring sensa- 
tion in the edentulous gums. In cases of tumor in- 
volving the ganglion intracranially or by involve- 
ment of the trunk and branches of the nerve at the 
base of the cranium or the floor of the orbit, pain is an 
early symptom. Nasopharyngeal malignancy is to 
be thought of in such cases. The pain may be present 
months before the appearance of other signs of nerve 
irritation or destruction. 

Whatever the cause of the original trouble leading 
to multiple operations on the cranial sinuses, alveoli, 
and jaws, such interference is apt to be followed by 
constant pain for which no explanation can be found. 
A matter for consideration is the part played by 
the scarring and mutilation in the persistence of the 
trouble. 

Post-herpetic pain may usually be recognized 
easily from the resultant scarring. In the type in- 
volving the ophthalmic division of the nerve the scars 
may be hidden by the scalp hairs. Pain may be a 
symptom of hysteria, psychoneurosis, or biological 
inferiority. In such cases it is only part of the un 
derlying inadequacy and should not be accepted as 
indicative of local disease. Investigation of the 
patient from the standpoint of social efficiency will 
help in the diagnosis, but usually such cases are 
extremely difficult to treat, especially after surgical 
intervention on the local structures. 

Finally there is a large unclassified group of cases 
in which the cause of pain in the area supplied by 
the fifth cranial nerve cannot be adequately ex- 
plained. 
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Frazier, C. H.: Anastomosis of the Recurrent 
Laryngeal Nerve for Paralysis of the Recurrent 
Laryngeal Nerve. Ann. Surg., 1924, Ixxix, 161. 

The author has devised an operative procedure to 
relieve bilateral paralysis of the recurrent laryngeal 
nerve by a method comparable to the nerve anasto- 
mosis used so successfully in paralysis of the facial 
nerve. Bilateral paralysis of the recurrent laryngeal 
nerve has frequently followed thyroidectomy. 

In the majority of such cases the nerve is injured, 
either at the inferior pole of the lateral lobe of the thy- 
roid or at its passage to the inner side of the lateral 
lobe as it courses upward in the groove between the 
trachea and cesophagus. Of course, if the nerve has 
been resected throughout its entire course, the con- 
ditions essential for nerve anastomosis are lacking. 

Complete bilateral paralysis of the recurrent 
laryngeal nerve implies paralysis of the intrinsic 
muscles of the larynx, the constrictors, the dilators, 
and the intrinsic tensor. Such a condition rarely 
causes aphonia, though there is usually more or less 
impairment of phonation due to the paralysis of the 
lateral crico-arytenoid muscles and the thyro-ary- 
tenoideus. The condition is attended also by dysp- 
noea which is more or less acute according to 
whether the paralysis of the posterior crico-arytenoid 
muscles is or is not complete and bilateral. If both 
sides are paralyzed but not cadaveric, the respiratory 
distress is such that tracheotomy becomes urgent. 
Attention is called to the fact that monolateral or 
bilateral paralysis of the recurrent laryngeal may be 
present in a patient with an excellent voice. The 
terms “complete” and “total paralysis’? should be 
applied only to the condition of the larynx in which 
there is paralysis of the abductors, tensors, and 
adductors and the reflex tonus is gone. In cases of 
subtotal paralysis, posticus paralysis of one vocal 
cord, and partial posticus paralysis of the other, 
the possibility of suffocation if the partial paralysis 
of the functioning cord becomes complete is such 
that tracheotomy should be performed as a pre- 
cautionary measure. 

In the past, several measures were resorted to 
whereby the tracheal tube might be dispensed with. 
The most successful of these was dilatation of the 
glottis with bougies and ventriculocordectomy, or 
the removal of one vocal cord and the adjacent 
ventricular floor anterior to the vocal process. 

Before nerve anastomosis is considered it is neces- 
sary to be certain that there is free motility of the 
crico-arytenoid joint. If this joint is fixed, no mo- 
tility can be restored, however perfectly the anasto- 
mosis may restore innervation. The best way to 
determine the degree of motility of this joint is to 
make passive motion with a laryngeal forceps through 
the direct laryngoscope. 

It is assumed, of course, that nerve anastomosis is 
considered only after the possibility of effecting 
repair by direct end-to-end suture has been investi- 
gated and the procedure has been found impracti- 
cable. In such cases a nerve predominantly motor in 
function is desirable for anastomosis to the recurrent 


laryngeal. For this, the author chose the ramus 
descendens hypoglossi for the following reasons: 

1. It is situated in close proximity to the recurrens. 

2. It can be readily exposed on the sheath of the 
carotid vessels. 

3. It is of such length that its transposition to the 
peripheral stump of the injured nerve without ten- 
sion is fairly simple. 

4. The functions of the muscles supplied by the 
recurrent laryngeal and the descendens hypoglossi 
are alike in that the intrinsic and extrinsic muscles of 
the larynx are a part of the same apparatus. 

5. The residual paralysis of the sternohyoid and 
sternothyroid muscles, which the ramus descendens 
hypoglossi supplies, is a matter of relatively little 
consequence from either the cosmetic or the func- 
tional standpoint. 

As a rule the recurrent laryngeal will be found 
entangled in cicatricial tissue from the superior pole 
of the lateral lobe of the thyroid downward as the 
result of the previously performed thyroidectomy. 
It is therefore essential to have some anatomical 
guide which will direct one to the nerve above the 
level of the lateral lobe or the stump of it. As the 
most constant and readily localized anatomical 
guide the author chose the inferior cornu of the 
thyroid cartilage. This process and the inferior con- 
strictor of the pharynx which is attached to the in- 
ferior cornu and the adjacent surface of the thyroid 
cartilage should be kept in mind. Here the recurrent 
laryngeal divides into two branches, one to supply 
the inferior constrictor and one to the intrinsic 
muscles of the larynx. After the peripheral portion 
of the injured nerve is uncovered and identified, 
the ramus descendens hypoglossi is easily identified 
as it descends on the anterior surface of the sheath of 
the carotid vessels. It must be borne in mind that 
to reduce wound contamination from the tracheal 
fistula, the incision should be made as far away from 
the median line as possible. Therefore the author 
places the skin incision along the anterior border of 
the sternocleidomastoid muscle. 

Frazier reports a case in which such an operation 
was carried out on both sides. Five months after the 
first operation upon the right side, examination 
showed restoration of tonus and tension. The right 
thyro-arytenoid, which was apparently motionless 
before the operation, was active, and the crescentic 
form of the cordal edge had been replaced by a nor- 
mal margin. The patient stated that he noted a 
decided improvement in the laryngeal air-way. 

Loyat E. Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


Vincent, C.: The Diagnosis of Neoplasms of the 
Spinal Cord and the Value of Intra-Arachnoidal 
Injections of Lipiodol (Sur le diagnostic des 
néoformations comprimant la moelle: de la valeur 
du lipiodol intra-arachnoidien). Presse méd., Pat.. 
1924, XXXii, 123. 


The author calls attention to Sicard’s method of 
injecting lipiodol into the spinal subarachnoid space 


A 


| 
] 

i 

m 

d 

h 
e) 

fr 

T 

gl 


SURGERY OF THE 


as a valuable corroborative diagnostic procedure. 
On the other hand, he stresses the importance of 
the clinical syndrome of spinal cord tumors and is 
inclined to accept such clinical evidence before that 
obtained by Sicard’s method. 

In ninety-two per cent of the cases sensory dis- 
turbances accompany the motor symptoms pro- 
duced by a cord tumor. Emphasis is placed also upon 
the diagnostic value of pains localized to a segmental 
distribution and to more diffuse pains present in 
the parts of the vertebral column adjacent to the 
cord tumor. In the presence of a paraplegia with- 
out demonstrable sensory disturbances the arrest 
of an injection of lipiodol within the spinal canal is 
not pathognomonic of a cord tumor. In other 
words, lipiodol may give corroborative diagnostic 
evidence but should not be relied upon wholly to 
the exclusion of the clinical symptoms present. 

Nothing is stated as to the after-effects of the 
injection of lipiodol. Loyat E. Davis, M.D. 


Froment, J., and Dechaume, J.: The Roentgen 
Diagnosis of Spinal Cord Tumors with the Aid 
of Lipiodol (Radio-diagnostic rachidien lipiodolé et 
tumeurs médullaires). Presse méd., Par., 1924, xxxiii, 
165. 

Intraspinal injections of lipiodol are of great aid 
in the roentgen diagnosis of spinal cord tumors, but 
the interpretation of the findings requires consider- 
able skill. The method is a valuable adjuct to clinical 
study. 

By a series of schematic drawings the authors il- 
lustrate how an extra-or intra-medullary tumor may 
cause different dispositions of the injected lipiodol 
in the spinal canal. After the injection into the up- 
per part of the canal it is not sufficient merely to 
note the point at which, if any, the lipiodol is ar- 
rested; a series of roentgenograms is necessary to 
determine whether this arrest is temporary or per- 
sistent, and a study should be made of the progress 
and shape of the lipiodol image and the changes it 
undergoes during the next few days and when the 
patient’s position is changed. In this manner help- 
ful information with regard to the site and nature 
of the growth will be obtained. W. A. BRENNAN. 


Adson, A. W.: Tumors of the Spinal Cord: Surgical 
Treatment and Results. Minnesota Med., 1924, 
vul, 79- 

This article is based upon a study of the records of 
151 cases with a definite diagnosis of spinal cord tu- 
mor which were operated upon at the Mayo Clinic in 
the period from January, 1910, to October, 1923. 

These tumors are found to be extradural, subdu- 
ral but extramedullary, and intramedullary. About 
half of the extradural tumors are malignant. The 
extramedullary tumors are usually benign and arise 
from the meninges, nerve roots, or blood vessels. 
The intramedullary tumors are usually gliomata or 
gliosarcomata. 

Extradural tumors, with the exception of the 
malignant lesions, lend themselves fairly well to 


NERVOUS SYSTEM 17 


surgical removal. Extramedullary tumors, which 
comprise almost half of the tumors found, are usu- 
ally removable. Intramedullary tumors are ex- 
tremely difficult to treat surgically, but in many 
cases relief may be given by splitting the cord dor- 
sally and permitting the tumor to extrude. Caudal 
tumors sometimes arise from the filum terminale and 
are occasionally gliomata, but if they are far enough 
below the conus to permit dissection, operation is 
possible without trauma to the cord. 

An accurate diagnosis depends upon several 
factors. A thorough, detailed history of the symp- 
toms in their proper sequence is invaluable. The 
most common symptoms—pain, motor and sensory 
disturbances, and loss of bladder and rectal control 
and of sexual power—occur in all combinations, 
depending on the size and location of the tumor and 
its relation to the cord. In some cases root pains 
have been present for years and various operations 
have been performed without relief, the proper 
diagnosis having been made only after the appear- 
ance of definite motor or sensory changes or both. 
Pain, with or without impairment of motor function, 
with or without sensory changes, usually radiates 
along the nerves involved, may or may not be 
associated with tenderness of the spine, is exagger- 
ated by coughing, sneezing, bending forward, and 
lying down, often relieved by the standing position 
and walking, and becomes worse at night. Tumors 
of the cauda equina are apt to produce pain before 
they cause sensory or motor disturbances. 

A thorough general examination, including an 
X-ray examination of the chest and spine, is essen- 
tial. This should be followed by a careful and ac- 
curate neurological examination. Lumbar puncture 
reveals the physical properties and pressure of the 
spinal fluid, and usually the presence or absence of 
block of the spinal canal, but if it does not give 
evidence of blockage, puncture of the cisterna magna 
and differential pressure studies may be necessary. 
Blocking of the spinal canal may be produced by 
inflammatory lesions, but is usually due to a tumor. 
Pneumography of the canal may aid by revealing 
the character and location of the lesion. Yellow 
spinal fluid is characteristic of blockage of the canal. 
The Nonne test is often positive in cases of tumor, 
but the average cell count and Wassermann test are 
not made positive. 

The Mayo Clinic series of 151 cases were divided 
for convenience in study into nine groups: Group 1, 
extradural tumor, twenty-one cases; Group 2, sub- 
dural extramedullary tumor, forty-six cases; Group 
3, intramedullary tumor, forty-one cases; Group 4, 
in which no tumor was found (chronic meningomyeli- 
tis, etc.), thirty-two cases; Group 5, angioma of the 
cord, four cases; Group 6, echinococcus cyst of the 
cord, one case; Group 7, tuberculoma of the cord, 
two cases; Group 8, gumma of the cord, two cases; 
and Group 9, cerebellospinal tumor, two cases. 

The average duration of symptoms was twenty- 
nine months in Group 1, fifty-two months in Group 
2, forty-one months in Group 3, and forty-five 
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months in Group 4. In Group 1, 67 per cent of the 
patients had pain; in Group 2, 78 per cent; in Group 
3, 73 per cent; in Group 4, 50 per cent; and in the 
other groups, 57 per cent. While both sensory and 
motor disturbances are often the predominating 
symptoms, some patients may have only one. In 
most of the cases reviewed there was partial or 
complete disturbance of motor and sensory function. 
The tumor was located in the dorsal region in seventy- 
eight cases, in the cervical region in twenty-six, in 
the lumbar region in fifteen, and in the sacral region 
in four. In twenty-eight cases there was no tumor 
or the condition was caused by an inflammatory 
process. 

The surgical procedure needs no special technique 
except that of perfect hamostasis and avoidance of 
injury to the cord. If the tumor is in the cervical 
region, unilateral laminectomy is the method of 
choice. A one-stage laminectomy if possible is 
much to be preferred, but in some cases it may be 
necessary to perform the operation in two or more 
stages on account of the patient’s condition. As a 
rule, the removal of three spines and lamin is 
sufficient for simple tumors; five or six may be 
removed without difficulty. 

Formerly, ether anesthesia was employed in all 
cases except those which were poor surgical risks 
on account of obesity, renal complications, or cardiac 
impairment. In the latter, local anesthesia was used. 
The operation is now performed under nerve block 
anesthesia if the case is suitable, because this is 
followed by less hemorrhage and surgical shock. 
During the operation on the dura the use of ether 
is sometimes necessary in addition. 

The convalescence and recovery of these patients 
depend on the type and location of the tumor, the 
duration of the symptoms, and the surgical pro- 
cedure. If the tumor is removed without trauma and 
the patient had symptoms for only one year or less, 
recovery will usually be complete. If the patient had 
symptoms for not more than three years and the 
tumor is removed completely, the improvement will 
be very marked, even if recovery is not complete. 
The results of removal have been more satisfactory 
in cases of soft tumors than in cases of hard, round 
tumors, and in those in which the growth was located 
in the caudal or lumbar region than in those in which 
it was in the dorsal or cervical region. Extradural 
and intradural but extramedullary tumors are usu- 
ally completely removed with very little difficulty, 
but intramedullary tumors are difficult or impossible 
to remove. However, in cases of intramedullary 
tumors, temporary improvement often results if the 
dura is left open and the cord is split dorsally. The 
use of radium or deep X-rays may prove of some 
value. Careful screening and proper dosage are 
necessary to prevent paralysis of the cord. 

Of the 119 tumors found, 50 per cent were removed 
completely and 25 per cent were removed partially. 
In tweniy-eight cases removal was impossible. The 
available reports to date show that of the 151 
patients, 108 are living; thirty-three are perfectly 


well and working; six were benefited and are able 
to do light work, thirty-five were benefited but are 
not working; six were benefited temporarily, but 
the symptoms returned and the lesion progressed; 
and fifteen are helpless. Thirteen cannot be traced. 
Seventy-four patients (62 per cent of those in whom 
tumors were found) were benefited by the operation. 


PERIPHERAL NERVES 


Polenoff, A. L.: Modern Improvements in the 
Surgery of the Peripheral Nerve Trunks with 
Regard to Endoneural Topography (Die moder- 
nen Errungenschaften in der Chirurgie peripherer 
Nervenstaemme unter Beruecksichtigung der endo- 
neuralen Topographie). Verhandl. d. Russ. Chir. 
Kong., Petrograd, 1923. 

The results of the most recent investigations re- 
garding endoneural topography and _ regeneration 
following injury extend the indications for operation. 
The operations may be divided into two main groups 
according to whether their object is the restitution of 
conduction or the exclusion of certain nerve paths. 

The results of operations of the first type are good 
in early cases if intervention is undertaken not later 
than six months after the receipt of the injury and 
are less favorable when the operation is delayed for 
from six to twelve months. After a year they are 
good in only 50 per cent of cases and then only as 
regards sensory and trophic function; as regards 
motor function they are nearly always negative. 

At the present time it is impossible to make a 
definite statement as to the results of endoneural 
operations of the second group. With perfection 
of the technique, operations of this type have be- 
come obligatory in many diseases of the central 
nervous system as well as those of the peripheral 
nervous system (paralysis, contraction, trophic dis- 
turbances of reflex origin). 

The technique of the operation depends upon the 
endoneural topography and upon the instrumen- 
tarium. Especially constructed electrodes for the 
exact testing of the function of the bundle at the site 
of operation are of prime importance. 

In spite of present deficiencies, the technical 
achievements in this domain have been extraordi- 
narily great. 

In the discussion of this paper, TROIZKIJA re- 
ported upon anatomical research she carried out 
on all of the larger nerve trunks throughout their 
entire course to the spinal cord. Endoneural anasto- 
moses are fairly numerous. On special treatment 
with acids, a three-fold morphological differentiation 
in the bundle became apparent: (1) strong, parallel 
fibers with few anastomoses; (2) reticular and 
apparently sensory fibers; and (3) very fine parallel 
fibrille situated in the deepest portions of the bun- 
dles and running toward blood vessels. 

NEDSCHLEBOFF reported that in a case of very 
severe causalgia which had been treated unsuccess- 
fully elsewhere by neurolysis, repeated injections of 
alcohol, and resection of the sympathetic nerves of 
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the brachial artery, he resected the sensory path 
of the median nerve from the axilla downward to the 
extent of 5 or 6 cm., with the result that after one 
week the patient was able to return to active service 
in the army. 

In the demonstration by PoLENorr of transverse 
sections of nerves, no information on the distribu- 
tion of the blood vessels was given. In an operation 
for aneurism of the brachial artery with threatening 
spontaneous rupture and severe neuralgia of the 
median nerve, the nerve was found bluish and thick- 
ened in a spindle form by an endoneural aneurisma 
spurium. To arrest hemorrhage it was necessary to 
introduce a tampon into the perineural incision for 
one day. 

Hesse stated that when the conduction of an 
injured nerve is not entirely destroyed it is necessary 
to proceed with great care. It is better not to resect 
at all than to resect too little and suture together 
stumps which, because of scar tissue and topo- 
graphical relationships, are unsuitable. On these 
grounds he advises freezing instead of resection in 
cases of contraction, trophic ulcers, etc. Experi- 
ments made by him on the sciatic nerve demon- 
strated decided variations in the endoneural topog- 
raphy and showed that an exact identification of the 
desired bundles can be made only by advancing 
from the periphery inward. 

STRADYN stated that when resection must be 
carried out, a section 2 to 5 cm. in length is usually 
removed. The difference in the transverse sections 
is then so great that restitution of the endoneural 
topography can be only approximate. The great 
differences in the statistics regarding functional 
results are to be explained partly by the differences 
in the length of the periods of observation. Ex- 
periments have shown that the length of time neces- 
sary for the regeneration of a nerve trunk is a matter 
of several years. 

RuBAscuHoFF stated that in the study of endoneu- 
ral topography the staining methods perfected by 
the anatomists Worobjoff and Kondratjeff have 
great advantages over other methods of preparing 
histological specimens. 

VoN DER OSTEN-SACKEN (Z). 


SYMPATHETIC NERVES 


Hunter, J. I.: The Postural Influence of the Sym- 
pathetic Innervation of Voluntary Muscle. 
Med. J. Australia, 1924, i, 86. 


A review of experiments on section of the sym- 
pathetic nerves in association with decerebration and 
of the results obtained by Royle in operations in 
clinical cases leads the author to the conclusion that 
the sympathetic influence is continuously active in 
voluntary muscle, the blood vessels, and hollow 
viscera. 

In voluntary muscle it produces plastic tonus 
which is subject to modification by the cerebro- 
spinal system. The constriction of arteries, arter- 
loles, capillaries, and venules is brought about by 
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the same influence and may be inhibited by vaso- 
dilator nerves. The involuntary muscle of hollow 
viscera is maintained in that degree of relaxation 
appropriate to accommodate the contents within it, 
and the sphincters are tonically contracted by the 
sympathetic innervation. The parasympathetic 
nerves intermittently stimulate the muscle of the 
wall and relax the sphincter. 

In each case the sympathetic system imposes a 
posture, in the sense of that word employed by 
Sherrington, on the structures innervated by it. It 
is possible to conclude, therefore, that this is a 
general and important part of the function of the 
thoracolumbar or sympathetic outflow. 

SuMNER L. Kocnu, M.D. 


Jonnesco, T.: The Surgical Treatment of Angina 
Pectoris (Traitement chirurgical de l’angine de 
poitrine). Presse méd:, Par., 1924, xxxi, 138. 


The author briefly reports upon the results ob- 
tained by sectioning the cervicothoracic sympathetic 
trunk in six cases of angina pectoris. He divides 
these cases into two groups. In the first group of 
four cases, the angina dominated the clinical picture 
without any serious cardiac symptoms. In the two 
other cases a well-marked cardiac decompensation 
was present in addition to the angina. Of the four 
patients comprising the first group, three are entirely 
well; the longest interval after operation is eight 
years. The fourth patient died eight months after 
the operation. Both of the patients with signs of 
cardiac decompensation died on the fourth day 
after the operation. 

Jonnesco believes that in the majority of cases of 
angina pectoris resection of the cervicothoracic 
sympathetic trunk upon the left side is sufficient. 
He emphasizes the fact that in such a resection the 
stellate ganglion must be removed since it consti- 
tutes the relay station through which afferent im- 
pulses from the heart and aorta pass to reach the 
spinal cord and brain. The theory that such a pro- 
cedure interferes with the contractility of the myo- 
cardium or the vasoconstrictors of the lungs he 
refutes by calling attention to the perfect physical 
condition of the patients upon whom he has operated. 

Loyat E. Davis, M.D. 


MISCELLANEOUS 


Rosenow, E. C.: Specificity of Streptococci in the 
Etiology of Diseases of the Nervous System. 
J. Am. M. Ass., 1924, 1xxxii, 449. 


By direct intracerebral or subdural injection of 
material from infection atria, or primary cultures 
thereof, in media affording a gradient of oxygen pres- 
sure, it has been possible to isolate similar strepto- 
cocci from closely related diseases of the nervous 
system. With this streptococcus, freshly isolated 
after several animal passages and many rapid trans- 
fers, the symptoms and lesions have been repro- 
duced in animals (the rabbit, monkey, mouse, and 
guinea pig), and the organism was demonstrated in 
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the lesions. This was rarely possible with similar 
streptococci from other sources and with the specific 
strains after long, ordinary aérobic cultivation. 

The strains from the various diseases of the nerv- 
ous system were also much alike immunologically, 
being agglutinated specifically by encephalitis and 
poliomyelitis hyperimmune sera and by the re- 
spective sera of patients. These findings, especially 
since they were consistently obtained over a long 
period and in a large number of cases, may be re- 
garded as fulfilling the requirements of etiological 
relationship. 

It should be emphasized that the properties on 
which specificity depends are often extremely labile 
and are demonstrable only by strict attention to 
technical details. During these experiments many 
facts have come to light which indicate that the 
specific properties of this streptococcus are acquired, 
being perhaps a phase in the life cycle of the strepto- 
coccus group of organisms. As regards the power to 
produce characteristic symptoms and lesions and 
specific agglutinating properties, specificity is read- 
ily lost on aérobic cultivation. With some strains, 


changes in localization occurred following animal 
passages. Thus, after animal passage and many 
rapidly made subcultures, several of the epidemic 
hiccup strains acquired the power to produce en- 
cephalitis. A strain from epidemic encephalitis, 
after a series of rapid animal passages, produced 
acute encephalitis associated with marked meningi- 
tis on intracerebral injection, and marked hemor- 
rhagic oedema of the lungs associated with leuco- 
penia on intratracheal application, whereas, when 
first isolated, it had little or no effect on intratra- 
cheal injection. 

The prevalence of this organism in the throats 
of normal persons during an epidemic of poliomye- 
litis, some of whom were not exposed to the disease, 
its absence in all but two of forty-eight proved 
carriers one year later when there was no poliomye- 
litis, its prevalence in the throats of encephalitis 
contacts, and its absence in normal persons gener- 
ally, indicate that perhaps epidemics of poliomye- 
litis, encephalitis, and hiccup occur when strepto- 
cocci normally present in the throat acquire peculiar 
neurotropic and other specific properties. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Bloodgood, J. C.: Benign Tumors of the Breast. 
Ann. Surg., 1924, Ixxix, 172. 


There are three forms of adenoma of the breast: 
the fibro-adenoma, the intracanalicular myxo- 
fibroma, and the cystic adenoma. The last is us- 
ually single but the two others are commonly mul- 
tiple. 

Multiple encapsulated adenomata occur most fre- 
quently before the age of 25 years, are usually of one 
type, and are freely movable wherever found. They 
vary in size from that of a pea to that of a silver 
dollar and are lobulated, doughy, and _ elastic. 
They never have the hardness of carcinoma. Since 
cases of a single tumor in each breast or definite 
multiple tumors in one or both breasts have never 
been observed to be malignant without clinical 
evidence of malignancy, tumor exploration is done 
for pain, etc., and not for diagnosis. Multiple malig- 
nant tumors are never curable. 

It may be impossible to differentiate single en- 
capsulated adenomata from circumscribed carci- 
noma and vice versa. Hence the necessity for a 
tumor exploration. However, this should never be 
performed unless facilities for radical surgery and 
wound cauterization are at hand. There are a few 
encapsulated tumors which are associated with 
nipple retraction, fat atrophy, and dimpling of the 
skin, but if in such cases palpation suggests an en- 
capsulated adenoma or a cyst and there is free mova- 
bility, exploration is warranted, especially if the 
tumor is in the nipple zone. 

Large single encapsulated adenomata exist as fibro- 
adenomata situated usually outside the breast, and 
as intracanalicular myxomata which are confined to 
the breast. The former have no tendency to sar- 
comatous change and occur in women under 25 
years of age. The latter show tendencies toward 
sarcomatous changes and have not been observed in 
women under 25 years of age. Whenever a tumor 
reaches the size of a quadrant of the breast or larger, 
is still freely movable, and on palpation, suggests an 
encapsulated adenoma sarcoma must be considered. 
(Edema found at operation about an apparently 
benign tumor is very strong evidence of malignancy, 
and in the majority of such cases the tumor will 
prove to be sarcoma. 

Three types of encapsulated adenomata are at 
times suspected of malignancy: (1) cystic adenoma- 
ta which, in the author’s experience, have never 
recurred as carcinoma after local removal; (2) 
calcified old fibro-adenomata; and (3) intracanalicu- 
lar myxomata, which are rarely mistaken for carci- 
noma but whose cellular stroma has been considered 
sarcomatous, 
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The object of tumor exploration is not to remove 
benign tumors but to detect early malignancy. 
In a series of nearly 400 of the author’s cases 
there was no recurrence of tumor as carcinoma. 
P. VAN WAGENEN, M.D. 


Bloodgood, J. C.: Paget’s Disease of the Female 
Nipple, A Preventable Disease Curable in Its 
Early Stages: A Study of Thirty Cases. Arch. 
Surg., 1924, viii, 461. 

From a clinical and pathological study of thirty 
cases of lesions of the female nipple the author con- 
cludes that Paget’s disease of the nipple is a pre- 
ventable disease which is curable in its early stages. 

Seven benign lesions of the nipple were completely 
healed by cleansing measures. There were two ex- 
amples of the red, finely granular, weeping nipple 
from which a hemorrhagic serum exuded. The 
treatment consisted of washing with soap and water, 
the application of alcohol, and dressing with silver 
foil. Five cases of warts without any history of 
bleeding or scabbing healed under treatment with 
soap and water washing and the application of alcohol 
and white petrolatum. These cases and seven of 
benign lesions of the nipple subjected to operation 
lead the author to the conclusion that there is no 
relationship between subepidermal adenoma and 
Paget’s disease of the nipple, and that the disease 
process begins either in the epidermis of the nipple 
or in the downgrowth of the epidermis into the open- 
ings of the ducts. 

Benign lesions of the nipple subjected to operation 
were: 

1. Benign subepidermal encapsulated adenoma, 
nine cases. In only one instance was there a super- 
ficial ulceration resembling early Paget's disease. 

2. Warts, three cases. One was the site of a 
minute ulcer suggesting early Paget’s disease. 

3. The red, finely granular weeping nipple with- 
out any underlying adenoma, one case. 

4. Superficial nipple ulceration which clinically 
resembled early Paget’s disease but microscopically 
proved benign, two cases. 

Twenty-three case reports illustrating all stages 
of nipple lesions from those obviously benign to 
typical late Paget’s disease are given with illus- 
trations. From the study of these the author con- 
cludes that carcinoma of the epidermis of the nipple 
begins as any other carcinoma of the skin or mucous 
membrane, i.e., in a benign lesion as a superficial 
ulceration or wart or an area of chronic inflamma- 
tion which undergoes subsequent cancerous change. 
The involvement of the ducts and breast is second- 
ary. Of thirteen cases of early cancer of the nipple 
the ducts were involved in all but two. All of the 
nipple lesions demonstrated microscopically to be 
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cancer exhibited ulceration to a greater or less de- 
gree. The lapse of time from the early ulcerative 
stage until the development of frank cancer varied 
from eight months to two years. It is safer, how- 
ever, to look upon a definite ulcer of the nipple of 
more than three months’ duration as clinically sug- 
gestive of cancer. Age, nursing, and syphilitic in- 
fection apparently play no rdéle in the etiology of 
these nipple lesions. 

Local mastectomy is contra-indicated in the oper- 
ative treatment. When the nipple lesion is malig- 
nant, the radical operation alone is sufficient. When 
the lesion is benign, local removal is sufficient. 
Paget’s disease of the nipple with a lump in the 
breast is a hopeless condition whatever the treatment. 

P. VAN WAGENEN, M.D. 


Thompson, J. E., and Keiller, V. H.: Multiple 
Skeletal Metastases from Cancer of the Breast. 
Surg., Gynec. & Obst., 1924, Xxxviii, 367. 


The authors report the clinical history and au- 
topsy findings in the case of a 28-year-old multi- 
parous negro woman with multiple and wide-spread 
metastases in the skeletal system and viscera from 
a cancer of the breast. The breast tumor was very 
small until late in the disease, was not associated with 
axillary metastases until very late, and developed 
at the site of a tumor known to have been present 
since the patient’s tenth year of age. Involvement 
of the lymph nodes seemed to be secondary to 
metastatic osseous deposits. 

On section, two areas of carcinoma 2.5 and 4 cm. 
in diameter respectively were found in the lower 
outer quadrant of the left breast. Both breasts 
showed marked fibrocystic mastitis. The micro- 
scopic appearance of the breast tumors and metas- 
tases was that of medullary carcinoma. The can- 
cerous breast showed precancerous proliferation of 
the duct epithelium. The entire picture was that 
of a blood-stream dissemination of carcinoma, but 
the kidneys and spleen had escaped. 

P. VAN WAGENEN, M.D. 


Hanrahan, E. M., Jr.: Marked Structural Altera- 
tion in a Breast Carcinoma Recurring After 
Eleven Years. Bull. Johns Hopkins Hosp., Balt., 
1924, XXXV, 52. 


In the case reported the tumor of the breast re- 
curred eleven years after radical amputation for 
Paget’s disease of the nipple with an associated 
breast tumor. 

Examination of the tumor about two months 
after the onset of the recurrence showed it to be very 
cellular and made up of large and small irregularly 
shaped spindle cells. The nuclei also varied in size 
and shape, but most of them were small and elon- 
gated. They were arranged irregularly. The cells and 
their arrangement suggested sarcoma, but there 
were, in addition, islands and areas of perfectly 
typical epithelioid cells arranged in the sheet-like 
fashion of squamous-cell carcinoma with scant 
intercellular substance. Both cells and nuclei were 


large. Many cells contained two or more nucleoli, 
and there were numerous mitoses. 

Examination of the remaining tissue three weeks 
after radium radiation showed that the spindle cells 
described had entirely disappeared and that the 
section was made up of necrotic eosin-staining ma- 
terial in which there were many polymorphonuclear 
neut ophiles and lymphocytes. There were also 
scattered, large, swollen cells resembling the epi- 
thelioid cells just described. These stained more 
intensely with hemotoxylin and showed fewer mi- 
totic figures but a greater number of nucleoli and 
vacuoles. 

Ewing, who examined the first sections, was in- 
clined to believe that he spindle cells were altered 
epithelial cells which, after radium treatment, have 
less capacity for alteration, especially since the 
original tumor was Paget’s disease—a disease of 
squamous epithelium which is prone to produce 
spindle cells and to resemble sarcoma. 

The author also considers the possibility that the 
difference in the appearance of the cells after radia- 
tion might have been an expression of the reaction of 
two distinct types of cells to this treatment. 

P. VAN WAGENEN, M.D. 


Kelly, H. A., and Fricke, R. E.: Problems in the 
Treatment of Carcinoma of the Breast. Surg., 
Gynec. & Obst., 1924, Xxxviii, 399. 


The definite prolongation of life in several cases 
of recurrent carcinoma of the breast treated by a 
combination of radium and surgery encourages the 
continuation of this therapy. Surgery takes pre- 
cedence over radium when the process is limited to 
the breast. Every breast tumor of doubtful nature 
should be operated upon and the section of the tis- 
sues kept for a permanent record. Heavy radium 
treatment over the operative field, the axilla, and 
the supraclavicular space should be given ten days 
after the operation. Radiation of the breast pre- 
liminary to operation is of doubtful value. 

Witttam P. VAN WAGENEN, M.D. 


Bowing, H. H.: Radium and X-Ray Treatment of 
Advanced Carcinoma of the Breast Prior to 
Amputation. Radiology, 1924, ii, 143. 


The author discusses four cases of carcinoma of the 
breast in which the condition was regarded as in- 
operable at first but amputation was done after 
treatment with radium and the X-ray. 

In the treatment with radium the skin suriace 
was marked off into areas measuring 3 by 4 cm., and 
each area was given 700 mgm.-hrs. The radium was 
separated from the skin by 2.5 cm. of balsam wood, 2 
mm. of Para rubber, and 2 mm. of lead. In three of 
the four cases, needles containing 10 mgm. of radium 
were buried in the mass and left in position for from 
fourteen to twenty hours. X-ray treatment was 
also given in every case. In one instance amputa- 
tion was performed two months after radiation, in 
two cases three months later, and in one case six 
months later. 
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The primary tumors were reduced in size and 
masked by dense fibrous areas, and nearly all of the 
metastatic tumors had decreased so much that they 
could not be palpated. The microscopic changes 
found after operation corresponded to those noted 
by MacCarty in untreated cancer. They included 
differentiation, lymphocytic infiltration, fibrosis, and 
hyalinization. The changes occur in the order given. 
MacCarty regards them as possible methods of de- 
fense. Alter has shown that differentiation occurs 
more rapidly following radiation; the other changes 
are probably methods of replacement. The end- 
result, degeneration with hyalinization, is the same 
in treated and untreated cancer. 

In three of the cases the neoplasm was an adeno- 
carcinoma; the fourth was so altered it could not be 
classified. Areas were discovered which showed the 
tissue changes of differentiation and lymphocytic 
infiltration, but these were relatively uncommon as 
they are early changes. Occasionally, cells were 
found which were considered possibly active. Fibro- 
sis was the outstanding feature, however, and in many 
sections was present throughout, intimately asso- 
ciated with degenerating carcinoma cells. Certain 
areas had the characteristic staining qualities of 
calcium deposits in hyaline material. 

The findings are interpreted as indicating the 
necessity of giving the amount of radiation suitable 
to the lesion. The radiotherapist should devote 
his attention to evolving a method of treatment that 
will initiate or accelerate the natural defenses. These 
defenses result from chemical changes. The amount 
of radiation producing them in exactly the required 
amount might be called the “physiological” or 
“biological” dose. This should be the goal in the 
radiation of cancer. As a pre-operative procedure, 
this form of irradiation should do much to eliminate 
the risks of local recurrence and dissemination 
which accompany the necessary surgical manipu- 
lation, but sufficient time must elapse between ir- 
radiation and operation to allow the described 
changes to take place. Josepn Dary, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Gekler, W. A., Lovelace, W. R., Rankin, H. P., and 
Weigel, B. J.: Tuberculous Cavitation of the 
Lung: Mechanical Factors in Its Genesis and 
Combined Chemotherapeutic and Surgical 
Treatment. J. Am. M. Ass., 1924, Ixxxii, 457. 


GEKLER mentions the theory which is being 
generally accepted that physiologically there is a 
distinct difference between the upper and lower por- 
tions of the lungs, the upper portions being com- 
paratively fixed, while the lower portions, which are 
opposed to parts of the chest wall having a wide 
me of motion, vary greatly with each respiratory 
cycle. 

In childhood the prevailing manifestation of in- 
trathoracic tuberculosis is involvement of the bron- 
chial glands with slow extension probably along the 
lymph channels to the periphery. In this type of 


tuberculosis, the peribronchial, interstitial, or ‘‘in- 
cipient” tuberculosis of the textbooks, the exten- 
sion seems to be into those areas of the lung having 
the least mobility. In the malignant type of tuber- 
culosis, phthisis pulmonalis, it has been shown that 
the consolidations are caused by aspiration of tu- 
berculous pus down the bronchial tree. Two factors 
with a decided influence on this aspiration are the 
normal respirations and the action of pressure and 
suction accompanying cough. Gekler advances the 
hypothesis that the source of the tuberculous pus 
may be the peribronchial lymph glands. He quotes 
Jackson as stating that peribronchial lymph glands 
may erode into the bronchus. In Gekler’s opinion, 
treatment should be directed toward arresting the 
mobilization of the tubercle bacillus in the bronchial 
system. 

LovELACE has opened three tuberculous cavities 
by rib resection and has found the procedure en- 
tirely safe. In entering the cavity with a cautery in 
the first case he found that the inspiration of the 
smoke caused a severe cough reaction. Therefore, 
in the second and third cases, he inserted a small 
rubber catheter attached to a suction apparatus 
and in these cases there was no cough when the 
opening was enlarged with the cautery. He prefers 
the cautery to the knife because it produces less 
hemorrhage and there is less chance of spread ot the 
disease through the circulation. After the cavities 
were opened they were drained and then chemi- 
cally sterilized with gentian violet and methylene 
blue. 

RANKIN and WEIGEL advocate the use of 
methylene blue after prolonged treatment with 
gentian violet. The cavities are not only sterilized 
by this treatment but also apparently contracted. 

B. Betrman, M.D. 


Shaw, H. B.: The Treatment of Consumption by 
Artificial Pneumothorax. Practitioner, 1924, cxii, 


99- 


Artificial pneumothorax is definitely indicated in 
cases of repeated and voluminous unilateral pul- 
monary hemorrhage and unilateral, rapidly pro- 
gressing pulmonary tuberculosis. It is expedient in 
chronically progressive unilateral cases; cases in 
which there is cavity formation with fever and 
septicemia, even those with a limited amount of 
contralateral activity; the cases of young persons 
in which aspiration of a serous pleural effusion has 
been done, even if at that time there appears to 
be no evidence of tuberculosis either in the same or 
the other lung; and cases that have developed a 
spontaneous pneumothorax, even if there are no 
signs of tuberculosis. 

The procedure does not achieve a radical cure of 
the disease but when it is successful it brings about 
greater and more prompt improvement than any 
other method of treatment so far known. It is a 
fairly common experience to find that the collapse 
therapy frees the patient from cough, expectoration, 
fever, and the resultant disability of the septicemia 
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and permits him to return to his home without fear 
of spreading the infection. It is admitted, however, 
that it has not yet been proved that it will prolong 
life. The author believes that in the future the 
induction of artificial pneumothorax will not be 
postponed until other methods have been tried and 
found wanting. Ratpu B. Bettman, M.D. 


Archibald, E.: The Surgical Treatment of Uni- 
lateral Pulmonary Tuberculosis. Am. J. Surg., 
1924, XXXViii, 17. 

Archibald performs an extrapleural thoracoplasty 
under anesthesia induced with nitrous oxide and 
the local injection of novocaine. He begins resection 
with the tenth rib, leaving the eleventh rib for the 
last. The operation is performed in two stages. 
The resection extends under the erector spine 
muscle close to the articulation of the transverse 
process. The greater the amount of rib resected the 
greater the operative risk, but also the greater the 
improvement if the patient survives. Sauerbruch 
recommends the resection of from 4 to 8cm., and Bull 
and Stoecklin the resection of from 6 to 16 cm. 

The injection of alcohol into the intercostal nerves 
to relieve postoperative pain was tried by the author 
twice and then discarded. Archibald once believed 
that artificial pneumothorax should be tried first, 
but has gradually come to the conclusion that a 
certain percentage of cases progress better if tho- 
racoplasty is done in the beginning. This class 
includes those in which it would be difficult to secure 
regular refilling. 

In conclusion he presents some very interesting 
statistics of a large number of cases in which he 
has performed the operation described. These in- 
dicate that extrapleural thoracoplasty has a definite 
place in the treatment of selected cases of pulmonary 
tuberculosis. Ravpeu B. Betrman, M.D. 


Moore, W. F.: The Bronchoscopic Treatment of 
Suppurative Diseases of the Lungs. J. Am. M. 
Ass., 1924, Ixxxii, 1036. 


The abscess or bronchiectatic condition having 
been located by means of the physical signs and X- 
ray examination, a diagnostic bronchoscopic exam- 
ination is performed. At the latter examination un- 
contaminated specimens of the secretions are ob- 
tained for an autogenous vaccine. The vaccine is 
given twice a week. Every two months a fresh one 
is made. The patient is instructed to aid in the 
treatment by establishing drainage through posture. 
At the second bronchoscopic treatment the affected 
areas are thoroughly aspirated. The treatment is 
completed by cleansing with a solution containing 
trinitrophenol and iodine. Seven-day intervals are 
usually allowed between bronchoscopic treatments. 
In the cases of children, bronchoscopy is done with- 
out anesthesia or the use of a sedative and in the 
cases of adults without general anesthesia. 

The conclusions arrived at by the author are as 
follows: 


1. In the majority of cases the localization of the 
disease occurs at the base of the lung. Suppuration 
is more often proximal than peripheral. 

2. Bronchoscopy is the logical means by which to 
facilitate better drainage and aid medical treatment. 

3. Early diagnosis and treatment are advanta- 
geous. 

4. Only a certain percentage of patients with 
lung suppuration can be cured by bronchoscopic 
drainage and treatment. In a larger percentage the 
condition can be improved. The remainder, with 
few exceptions, can be made more comfortable 
through the alleviation of their symptoms. 

5. Because of the shadow cast by the fibrous 
tissue formed in the affected area in the healing 
process, the roentgen-ray findings do not show im- 
provement as quickly as the subjective symptoms. 

6. Bronchoscopy is a relatively safe procedure 
in the hands of men properly trained in the work. 

7. Because of the lessening of cough and foul 
expectoration with other improvement, patients are 
willing to continue treatments as long as they are 
deemed advisable. B. Bettman, M.D. 


Archibald, E.: The Surgical Treatment of Bron- 
chiectasis. Canadian M. Ass. J., 1924, xiv, 197. 


After tracing the advances made in the surgical 
treatment of bronchiectasis the author summarizes 
the dangers which arise following lobectomy. He 
concluded that these dangers might be obviated by 
bringing the root of the lobe, after its excision, into 
the skin wound and fastening it entirely outside the 
chest. In this way the mediastinum would be fixed, a 
closed pneumothorax would be rendered impossible, 
mediastinal flapping with its serious effect upon the 
heart action would be prevented, and infection of 
the lung root would not be communicated to the 
pleura even if a mediastinitis occurred, and the 
infected disintegrated stump of the lung would be 
discharged into dressings entirely outside the chest 
In order to do this, mobilization of the chest wall by 
rib resection would be necessary in order to bring it 
in toward the mediastinum as the mediastinum can- 
not be brought out to the uncollapsed chest wall. An 
operation in which an attempt was made to carry out 
these ideas gave a satisfactory result. 

Archibald concludes his article by referring to the 
operation recently described by Graham, which con- 
sists of removing the diseased lobe in several stages, 
usually with a soldering iron and after the involved 
portion of the lung has been exposed by rib resec- 
tion. “It would seem probable,” Archibald writes, 
“that Graham’s method will become the operation 
of choice, and that lobectomy will be reserved for 
the exceptional case.’’ B. Betrman, M.D. 


Friedland, M. F.: The Pathological Physiology of 
Bilateral Pneumothorax (Die pathologische 
Physiologie des doppelseitigen Pneumothorax). 
Kasan. M. J., 1923, xix, 1. 


The author attempted to determine experiment- 
ally how long life may be maintained in bilateral 
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pneumothorax. Following bilateral thoracotomy on 
thirty-two dogs, eight cats, and three rabbits, he 
determined the intrapleural pressure, the depth and 
frequency of respiration, the blood pressure, and 
the quantity and quality of the respired air. The 
determinations were made for both open and closed 
pneumothorax. 

It was found that the animals were able to en- 
dure bilateral pneumothorax if both openings 
in the chest wall were smaller than one-half 
the diameter of both large bronchi. When the 
openings were larger, death occurred within thirty 
minutes. The closing of one opening was followed 
by marked improvement in the animal’s condition. 
The closure must always be made during expiration. 
If it is made during inspiration asphyxiation results. 
To counteract asphyxiation, it is necessary to re- 
open the chest and make a fresh closure during ex- 
piration. The dogs withstood the bilateral closed 
pneumothorax considerably better than the open 
pneumothorax. 

The author made thoracographic determinations 
with Marev’s thoracograph. It was found that in 
closed or slightly open pneumothorax, breathing was 
deeper, quicker, and more frequent than under normal 
conditions. In wide open bilateral pneumothorax 
the respiration was superficial and suggested asphyx- 
iation. 

In closed bilateral pneumothorax the intrapleural 
air pressure was raised, but showed marked fluc- 
tuations. 

In the closed or slightly open pneumothorax the 
fluctuations were so great that they may have 
acted compensatorily or even hypercompensatorily. 
After the resorption of the air that had penetrated 
into the pleura the pressure in the pleural space 
gradually returned to normal. 

The author attempted to discover also whether the 
lungs became entirely or only partially collapsed in 
open pneumothorax. By meansof Gad’saeroplethys- 
mograph he determined that complete collapse of the 
lungs occurred in all forms of open pneumothorax, 
but was more gradual in slightly open than in wide 
open pneumothorax. 

In dogs, the quantity of expired air fluctuated in 
bilateral pneumothorax, being sometimes more and 
sometimes less than normal. The percentages of 
carbon dioxide and oxygen were generally lowered. 
The quantity of respired air and the exchange of 
gases per hour reached the normal or above normal 
only because of the fact that respiration was 
frequent. 

With the establishment of a double pneumothorax 
the blood pressure was somewhat raised. Subse- 
quently it either remained raised or again sank to 
normal. 

In the author’s opinion his experiments should 
increase the courage of surgeons in the performance 
of two types of operations, viz., the radical bilateral 
one-stage operation for empyema and the establish- 
ment of artificial bilateral pneumothorax. 

Petrow (Z). 


HEART AND PERICARDIUM 


Bransfield, J. W.: Pericardiotomy for Suppurative 
Pericarditis. Ann. Surg., 1924, lxxix, 293. 


At a meeting of the Philadelphia Academy of 
Surgery, Bransfield presented an 18-year-old boy who, 
two days previously, had been stabbed with sharp- 
pointed scissors in the left chest and since then had 
complained of dyspnoea and pain. 

Examination showed an abscess over the ninth 
rib in the nipple line. Spontaneous rupture of the 
abscess was followed. by improvement but the dysp- 
noea continued. Dullness was found from the 
seventh rib to the base of the lung in the axilla. The 
X-ray repotr was as follows: “Pericardial shadow 
enlarged. Suggests the presence of fluid. The dia- 
phragm moves freely on both sides. Erosion of bone 
of tenth cartilage. ”’ 

Eight days later, under local anesthesia, the 
fourth rib was resected close to the sternum, the 
pericardium was opened, and 1 oz. of pus was evacu- 
ated. Cultures showed the staphylococcus aureus. 
Another examination with the X-ray showed the 
pericardium still greatly distended. Under general 
anesthesia the fifth and sixth cartilages were re- 
sected, the pericardium was brought up into the 
wound and incised, and about % pt. of fluid was 
evacuated. This fluid also showed the staphylococ- 
cus aureus. Drainage and daily irrigations with 
normal salt solution were continued for two weeks. 
The wound was then dressed with Dakin’s oil. 

Convalescence was stormy because the patient 
was difficult to manage. During the first three weeks 
the temperature ranged from 100 to 104 degrees F. 
After the fourth week it was normal. After the fifth 
week the patient was out of bed. Examinations 
at three-week intervals have failed to reveal any 
cardiac disturbance. The patient is able to do his 
regular work, and X-ray examination of the peri- 
cardium shows the sac to be normal in size. 

In the discussion of this case report RoBERTs said 
that it is generally unnecessary to excise the costal 
cartilages, as a horizontal incision in the fourth or 
fifth interspace usually affords ample room for drain- 
age and irrigation. He advised caution in relying 
upon the X-ray findings in pericarditis, as an en- 
larged heart may stimulate an effusion. 

DEsPARD said that the exposure is improved by 
the vertical incision, and told of a case in which there 
was an anomalous pleura which would have been 
opened if the horizontal incision had been used. 

Jopson stated that he favors Pool’s method of 
resecting the fifth, sixth, and seventh cartilages for 
exposure, drainage, and irrigation, as it is important 
to reach the base of the pericardium. 

Crayton F. ANpREws, M.D. 


Allen, D. S.: Intracardiac Surgery. Arch. Surg., 
1924, Vili, 317. 
Allen has perfected a technique by which intra- 
cardiac surgery can be done under direct vision by 
means of the cardioscope which gives a direct view 
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of the interior of the heart without interfering with 
the circulation. Formerly the pedicle of the heart 
was clamped and it was therefore necessary to com- 
plete the work to be done in two and one-half 
minutes. 

The cardioscope was developed on the basis of 
the observation that when a heart was immersed in 
bloody fluid in a glass jar the details of the exterior 
of the organ could be seen wherever it came into con- 
tact with the glass. 

Approach through the wall of the left ventricle 
for operation on the mitral valve resulted in a mor- 
tality of 50 per cent. The new approach is through 
the left auricular appendage, a sort of thimble- 
shaped structure which comes off the side of the 
left atrium. This permits a good view and causes 
no symptoms; in the author’s cases in which it was 
used there were no deaths. The method of intro- 
ducing the cardioscope is described in detail. The 
immediate and later effects of the procedure on the 
heart itself were negligible. Occasionally there were 
a few extrasystoles. After the operation the cut in 
the valve remains open its entire length. The only 
disturbance noted in the systemic circulation is a 
slight lowering of the blood pressure during the 
operation. 

Of especial importance in a consideration of the 
operative relief of mitral stenosis are the effects of 
regurgitation and stenosis of the mitral valve on the 
pulmonary circulation. The effect on the pulmonary 
circulation of mitral stenosis and the difference be 
tween the pulmonary circulation in mitral stenosis, 
mitral regurgitation, and normal conditions have 
been established by experimental data. The author 
believes that a patient with marked mitral stenosis 
plus slight regurgitation would be benefited by 
changing the stenosis into a regurgitation. 

S. C. Lyons, M.D. 


C@SOPHAGUS AND MEDIASTINUM 


Carmody, T. E.: The Treatment of Carcinoma of 
the (sophagus with Radium. Laryngoscope, 
1924, XXXiV, 102. 


In the author’s opinion the roentgen ray should 
be used with radium in the treatment of carcinoma 


of the cesophagus as it has the advantage of pene- 
trating further than radium. 

The method of treating with radium depends 
upon the operator. Radium has been applied direct- 
ly to the growth from within by placing it under 
direct vision through the cesophagoscope by means 
of a stylet of wire or a rubber tube, by allowing the 
patient to swallow the tube with a thread or flexible 
wire attached, and by the use of Vinson’s apparatus 
with a bougie above and below tube. 

Carmody reports a case in which radium was used 
to good advantage. The last two treatments were 
given by means of the Vinson brass apparatus. 

James C. Braswe Lt, M.D. 


Lerche, W.: Suppuration in the Posterior Medias- 
tinum; with a Report of Cases. Arch. Surg., 
1924, Vili, 247. 

The mediastinum consists of anterior and posterior 
divisions with the trachea forming the intervening 
partition. 

Lerche reviews the anatomical arrangement of the 
deep cervical fascia and reports four cases of acute 
suppuration of the posterior mediastinum in which 
the focus of infection was in the neck. He concurs 
with Schmitt’s observation that when an acute sup- 
puration in the visceral or retrovisceral spaces has 
extended into the posterior mediastinum, the short- 
est route by which the cavity may be drained is 
through the lower cervical region. He therefore 
makes an incision along the inner border of the 
sternocleidomastoid muscle down to the sterna! 
notch which gives access to the lower cervical part 
of the csophagus. The finger then readily enters 
the posterior mediastinum by following the lateral 
aspect of the oesophagus. 

The four cases are reported in detail as to history, 
operative procedure, and results, and the report is 
illustrated with roentgenograms. Three patients re- 
covered and are well; one died. 

In the author’s opinion, the majority of cases of 
acute suppuration of the posterior mediastinum can 
be cured by the method of drainage described. If 
the drainage in the neck proves insufficient in cases 
of chronic suppuration, it should be supplemented 
by posterior mediastinotomy. S.C. Lyons, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Vogel, C.: Peritoneal Adhesions (Ueber Bauchfell- 
verwachsungen). Ergebn. d. Chir. u. Orthop., 1923, 
Xvi, 28. i 

This discussion is based chiefly on 261 articles in 
the literature dealing with the various aspects of 
peritoneal adhesions such as their anatomy, their 
clinical and experimental pathogenesis, and their 
prevention and treatment. 

Ninety-one per cent of adhesions due to laparot- 
omies can be demonstrated by pneumoperitoneum. 
About 3 per cent necessitate operation because of 
the symptoms of ileus. 

An important contribution on the origin of ad- 
hesions was that of Wegener who called attention to 
the fact that even the irritation of two superimposed 
layers of the parietal peritoneum is sufficient to cause 
them to adhere to each other. Other factors re- 
sponsible are intraperitoneal hemorrhage, mechan- 
ical and chemical injury of the endothelium, in- 
flammatory changes, and foreign bodies. 

Postoperative adhesions are best avoided by oper- 
ating with minimal bleeding and damage to the 
tissues and the greatest possible speed. Immoderate 
cutting of the peritoneum is to be avoided. Iodine 
disinfection of the skin is held responsible for ad- 
hesion of the eventrated viscera. Defects in the 
peritoneum in which peritonization is impossible 
should be covered with transplanted omentum. Of 
great aid in preventing postoperative adhesions is 
the early re-establishment of intestinal movement. 
One of the best remedies is physostigmin, given in 
doses of o.oor1 gm. on the operating table. Neo- 
hormonal, sennatin, and peristaltin are other ef- 
fective intestinal stimulants; these also must be 
given on the operating table. A glycerin enema may 
be administered after the first injection. Heat should 
be applied by means of the thermophore, the hot-air 
cabinet, or diathermy. 

Under no circumstances should operation be pre- 
ceded by catharsis. Old fecal masses should be re- 
moved by the administration of castor oil, but the 
surest stimulant of peristalsis is the normal content 
of the intestine. The inclined and sitting positions 
advocated by Rehn and the walking movements 
made in bed, recommended by Henle, have a favor- 
able influence upon peristalsis. Vogel obtains good 
results from the use of gum arabic as a lubricant. 
Solutions of sodium chloride have not proved of 
much value. Human fat (humanol) must be tested 
ijurther. Recently attempts have been made to 
check the exudation of fibrin by mixing the lubri- 
cating gum solution with sodium citrate. 

In every case all of the non-operative methods 
should be tried first, but if the symptoms are severe, 
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operation should be performed at the first suggestion 
of intestinal obstruction. 

The prognosis is good in cases with band-like 
adhesions and those operated upon early; in the 
others it is always doubtful, not only as regards 
the immediate outcome but also as regards re- 
currence. Kose (Z). 


Rietti, F.: Mesenteric Cysts of Adrenal Origin (Sulle 
cisti mesenteriche di origine surrenale). Arch. ital. 
di chir., 1924, ix, 175. 

Mesenteric cysts are rare. Only about 250 cases 
have been reported in medical literature. The author 
deals only with true cysts, i.e., those lined with 
epithelium or endothelium. These arise from various 
structures. The very rare type developing from 
embryonal rests of the urogenital tract includes 
those having their origin in the adrenals. Rietti 
has been able to find only five mesenteric cysts of 
adrenal origin described in the literature. He re- 
ports a sixth case in which microscopic examination 
showed the presence of tissue similar to that of the 
adrenals. He concludes that this cyst had its origin 
in an embryonic rest in the mesentery and was not 
connected with an accessory adrenal. 

W. A. BRENNAN. 


Wildegans, H.: A Further Report on the Surgical 
Treatment of Diffuse Infective Peritonitis 
(Weitere Mitteilung ueber die chirurgische Behand- 
lung der infektiosen diffusen Peritonitis). Arch. f. 
klin. Chir., 1923, Cxxvii, 239. 

This article, which is a continuation of reports 
published from Koerte’s service during the years 
1890 to 1910, gives the findings in 542 cases of diffuse 
peritonitis due to various causes which were treated 
during the period from 1910 to 1922. 

It was found that in the average case the absorp- 
tion of bacteria from the peritoneal cavity was great- 
est in the early stages of the condition. The demon- 
stration of virulent organisms in the blood does not 
necessarily mean an unfavorable result. 

In 380 cases the peritonitis had its origin in the 
appendix. Of these, 78.7 per cent were cured, where- 
as in the corresponding cases previously reported a 
cure was obtained in only 57.4 per cent. This im- 
provement in results must be attributed chiefly to _ 
the fact that in the second series of cases early 
operation was more often possible. 

In the early stage of peritonitis due to appendicitis, 
irrigation and sponging out of the peritoneal cavity 
may be done, but in the late stage, irrigation is 
contra-indicated. The claim that secondary abscess- 
es are more common after irrigation is not justified. 
Drainage of the peritoneal cavity is usually un- 
necessary and often injurious. Tube drainage is 
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indicated only when, in addition to diffuse peritoni- 
tis, there are walled-off collections of pus. Late ab- 
scesses do not disturb the postoperative course any 
more often when the abdominal cavity is closed 
primarily than when drainage is established. In 
cases in which primary closure is effected there is 
less danger of fecal fistula and intestinal prolapse, 
the number of cures is increased, and the after- 
treatment is shortened. 

Primary puncture of the intestine and enteros- 
tomy are necessary when there is excessive intes- 
tinal pressure, but primary and secondary enteros- 
tomy are seldom indicated. Enterostomy wards off 
intestinal obstruction, not peritonitis, and therefore 
should be done only when distention of the intes- 
tine dominates the syndrome. 

The second most frequent cause of diffuse peritoni- 
tis in the cases reviewed was perforation of a gastric 
or duodenal ulcer, which occurred in fifty-three 
instances. A cure was obtained in more than two- 
thirds. Asa rule suture of the perforation and cover- 
ing with omentum were sufficient. In cases of ulcer 
near the pylorus the addition of a posterior re 
trocolic gastro-enterostomy is advisable. Circular 
resection of the stomach should be reserved for 
special cases. The relatively favorable number of 
cures was obtained by irrigation followed by com- 
plete closure of the abdominal cavity without tam- 
ponade or draining. The occurrence of late abscesses 
was not favored by the omission of drainage. In 
peritonitis due to perforation of the large or small 
intestine the prognosis for cure was less favorable 
(of twenty-four cases only ten were cured). 

Also in the treatment of gynecological peritonitis, 
closure of the abdominal cavity without drainage 
was found superior to drainage provided it was pos- 
sible to remove or close off the source of infection. 
When there is perforation of the uterus with damage 
to the viscera the removal ot the uterus is considered 
necessary only when pregnancy is well-advanced, 
when hemorrhage is uncontrollable, and when there 
is tearing of the adnexa. The somewhat more fre- 
quent occurrence of secondary abdominal abscesses 
following omission of drainage is more than out- 
weighed by the much more favorable results ob- 
tained with primary closure of the abdomen. 

In cases of peritonitis due to pancreatitis drain- 
age is necessary since in these cases the source of 
infection cannot be removed. In peritonitis arising 
from the biliary tract the gall bladder should be 
removed primarily and a tube inserted in the stump 
of the cystic duct. If this is impossible, the gall 
bladder should be drained. Irrigation of the ab- 
dominal cavity is advisable. 

There were six cases of pneumococcus peritonitis; 
all of these occurred in little girls, a fact which speaks 
strongly for infection by way of the genitalia. Of 
the remaining cases of general peritonitis some were 
due to rupture of the bladder, others resulted from 
pleural empyema, and others were of a metas- 
tatic nature following angina, polyarthritis, or 
thyroiditis. 


In eleven cases no cause could be determined either 
by operation or autopsy. Harms (Z). 


Mandl, F.: Cryptogenetic Peritonitis (Beitrag zur 
Frage der kryptogenetischen Peritonitis). Deutsche 
Zischr. f. Chir., 1923, clxxxii, 289. 

In the presence of certain forms of inflammation 
of the peritoneum, the physician finds himself en- 
tirely powerless. Foremost among these is crypto- 
genetic peritonitis, the mode of origin of which is 
unknown. This condition includes: (1) pneumo- 
coccus peritonitis, (2) streptococcus peritonitis, (3) 
gonorrhoeal affections of the peritoneum without 
evident involvement of the genitalia, (4) the peri- 
tonitis of little girls (Riedel) which is not due to 
streptococci or staphylococci, (5) inflammation 
due to the migration of infection through the 
intestinal walls in the absence of macroscopic evi- 
dence of perforation, and (6) cases in which no clue 
to the cause is found during operation, at autopsy, 
or on bacteriological or histological examination of 
the tissues. 

The most frequent excitant of cryptogenetic peri- 
tonitis is the Fraenkel-Weichselbaum pneumococcus. 
The author found this bacterium twice. Both cases 
were fatal. 

A case of streptococcus peritonitis associated with 
appendicitis oxyurica without perforation is also 
reported. This form of peritonitis is relatively fre- 
quent in epidemics of sore throat. In most cases 
the infection is conveyed by the blood stream or by 
swallowed secretions which find a particularly good 
culture medium in the inflamed gastro-intestinal 
canal. The author reports one such case. A differ 
ential diagnosis without a bacteriological examina- 
tion is impossible. 

Mandl reports also a case of gonorrhceal peri- 
tonitis. As examination of the vagina and the ure- 
thra revealed only saprophytes and the vulva and 
vagina showed no macroscopic changes, operation 
was performed on a diagnosis of peritonitis due to 
perforation. Under pressure, the pus in the tubes 
was discharged from the greatly distended ostium. 
Recovery followed. In connection with this case, is 
described a case of apparently gonorrhceal infection 
of the peritoneum in which the gonococci could not 
be demonstrated. The patient recovered. As com- 
pared with the infections previously described, gon- 
orrheeal peritonitis has a mild course. 

That peritonitis may originate from the migration 
of bacteria through macroscopically intact intestinal 
walls was proved by two cases. To explain this 
occurrence the author made a series of investigations 
on cases of carcinoma of the rectum in which a 
preliminary or permanent colostomy was to be 
established. The technique of the experiments was 
as follows: 

After eventration of the sigmoid or descending 
colon, circular fixation of the serosa to the parietal 
peritoneum was performed and a strip of gauze 5 
to 8 cm. in length was introduced deep into the 
pocket at the upper or lower end of the suture. In 
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many cases a strip of iodoform gauze of the same 
length was added. The wound was almost hermetic- 
ally closed with a sterile bandage, and four days 
after the opening of the intestines the strips were 
removed and bacteriologically examined. Patients 
admitted with ileus and those with dilatation of the 
portion of the intestine to be resected were ex- 
cluded. Great care was taken that the intestine 
was not perforated by the sutures. 

Nine such experiments were undertaken. In none 
were all of the strips found to be sterile. In two 
cases the inserted strips of iodoform gauze were 
sterile, but the white strips gave positive bacterio- 
logical findings. This is proof of the bactericidal power 
of iodoform and of the low virulence of the bacteria. 
The possibility that the white strips may have 
become infected from the exterior the author will 


not admit, at least for four of the nine cases in which. 


the bacillus coli was found. In these, the mere 
manipulation of the intestines and the low-grade 
circulatory disturbances and congestion made pos- 
sible the migration of the bacteria through the 
moderately damaged intestinal wall. The histologic- 
al changes in the involved portion of the intestine 
were as follows: 

The stroma of the mucous membrane showed a 
rich infiltration of plasma cells and eosinophiles. 
The epithelium actively secreted mucus. The super- 
ficial coat was almost intact; no ulceration was ob- 
served. The submucosa was cedematously softened. 
The lymph and blood vessels were slightly dilated 
and surrounded by plasma cells and lymphocytes. 
The muscularis was also cedematously softened and 
showed marked infiltration of eosinophiles. The 
outer layers were pushed asunder by a young granu- 
lation tissue which advanced from the serosa. The 
section showed no true serosa; attached to the 
muscularis was a layer of young granulation tissue 
2 or 3 mm. thick which was rich in vessels. Copious 
fibrin excretion and leucocyte infiltration were 
present. 

In conclusion the author calls attention to the 
pathogenic similarity of these cases to those of 
biliary peritonitis without perforation of the gall 
bladder. The prognosis of cryptogenetic peritonitis 
Is poor since there is no possibility of closing the 
portal of entry of the invading bacteria. In cases 
in which a fairly localized change is found in the 
Intestine, the wrapping of omentum around the 
intestine at this point might be of value. 

Cottey (Z) 


GASTRO-INTESTINAL TRACT 


Waljaschko, G.: The Relative Position of the In- 
testines and the Stomach as Determined by 
the Condition and Function of the Latter (Die 
Syntopie des Darmes und des Magens bedingt durch 
den Zustand und die Funktion des letzteren). 
\Vratschebnoje Djelo, 1922, Vv, 374- 


rom the findings of anatomical research the au- 
thor comes to the conclusion that, according to the 


condition of the stomach, it is possible to distinguish 
three basic positions of the stomach with relation 
to the transverse colon, the mesentery, and the 
small intestine. 

These three types may be distinguished by infla- 
tion of a relatively small stomach. With increasing 
distention of the stomach, the greater curvature is 
displaced forward and to the right and at the same 
time there is marked expansion downward. As the 
result of this change the splenic flexure becomes 
straighter. The change may proceed so far that 
the phrenicocolic ligament becomes tense. Simul- 
taneously the entire transverse colon becomes dis- 
placed downward and to the right, the upper loops 
of the small intestine move from the left to the 
right, and the remaining intestinal loops are dis- 
placed downward so that they fill the left side of the 
pelvis. The entire greater curvature which is bound 
to the transverse colon by the great omentum (gas- 
trocolic ligament) is attached to the anterior ab- 
dominal wall further to the left and right. In addi- 
tion, the colon is bound to the anterior abdominal 
wall by the mesocolon. 

As the omentum is very elastic it may be greatly 
stretched and will then spontaneously contract. 
Therefore the transverse colon changes its position 
with every displacement of the stomach. The meso- 
colon also may be looked upon in its physiological 
movement as a passive organ which alters its posi- 
tion according to the extension or contraction of 
the posterior fold of the bursa omentalis. The posi- 
tion of the small intestine is dependent upon the 
level of the mesocolon. If the loops of the small 
intestine are forced downward, the upper loops will 
be displaced to the right and the lower loops down- 
ward and more to the left. 

These topographical alterations in the organs have 
their clinical significance. The theory that arterio- 
mesenteric incarceration of the duodenum is caused 
by the root of the mesentery cannot be correct since 
the latter is stretched by expansion of the stomach, 
not downward, but toward the right. As a rule the 
occlusion is produced by kinking of the empty in- 
testine at the juncture of the duodenum and jejunum 
due to displacement of the upper loops of the 
jejunum in marked expansion of the stomach to 
the right. 

This condition is responsible also for the deviation 
to the right of the gravid uterus and of large tumors 
of the adnexa, and for the rotation of pedunculated 
tumors which usually occurs from left to right. Ina 
case of growing tumor or gravid uterus the loops of 
the small intestine are crowded upward and thereby 
displaced to the right; they draw the tumor or uterus 
with them or cause a pedunculated tumor to rotate. 
When, as is usually the case, they lie on the anterior 
surface of the tumor, the rotation is from left to 
right; only in rare cases, when they lie on the pos- 
terior surface, is the rotation from right to left. 
This agrees with clinical experience, for torsion of 
a pedicle is usually from left to right. 

Von Hotst (Z) 
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Friedenwald, J.,Gantt, W. H., and Morrison, T. H.: 
Studies in Fractional Analyses. Ann. Clin. Med., 
1924, li, 292. 

The gastric contents are not homogeneous. In 
the cases studied, fractions rapidly aspirated showed 
a maximum variation of 46 degrees free and 54 de- 
grees total acidity and a minimum variation of 2 
degrees free and 2 degrees total acidity. These 
variations were not affected to any appreciable ex- 
tent by moving the tip of the tube about the stom- 
ach, but mixing the contents by withdrawing into 
the bulb and re-injecting four times 60 c. cm. of the 
fluid reduced them by 50 per cent. Mixing lowered 
the acidity, especially the free acidity. 

Fractions removed by the mixing method day 
after day at the same hour and under similar con- 
ditions showed but moderate daily variation. In 
15 per cent of the cases there was no variation, and 
in 85 per cent a variation of only 7.1 degrees free 
and 14.3 degrees total acidity. 

The metal bulb had no effect on the secretion of 
gastric juice. In seventy-six cases aspirated one day 
with the Rehfuss tube and a few days later under 
similar conditions with the Ewald tube the devia- 
tion was generally small. When the Rehfuss tube 
was used the free acid averaged 26.5 degrees and 
the total acid 41.5 degrees, while with the use of the 
Ewald tube the corresponding values were 25.7 de- 
grees and 42 degrees. 

In tests of the Sippy ulcer cure on gastric acidity 
the authors found that the average acidity was in- 
creased after treatment by 25.8 per cent free and 19.3 
per cent total acidity. Cases were tested before 
treatment and from four to six weeks after treat- 
ment. After treatment, 44 per cent showed an 
average acidity higher by 20 degrees free and 19 
degrees total acidity, and 22 per cent an average 
acidity which was lower by 16 degrees free and 14 
degrees total acidity. In 34 per cent the values 
varied irregularly. 

The authors conclude that if the entire contents 
of the stomach are to be aspirated the mixing method 
should be used, but they agree with Lockwood and 
Jacobson that, as the tube tip rests near the pylorus, 
small fractions give fairly accurate information re- 
garding gastric secretion. M. L. Mason, M.D. 


Walton, A. J.: The Differential Diagnosis of the 
Surgical Dyspepsias. Practitioner, 1924, cxii, 149. 
The author deplores the fact that very often in 
cases of surgical dyspepsia a short-cut to diagnosis 
is taken. The history and the physical examination 
are often ignored and an X-ray examination or more 
rarely, a test meal, is looked upon as the sole means 
of investigation. Often a patient is referred with a 
note that gastric symptoms are present which have 
not yielded to one or two weeks of medical treatment, 
an X-ray examination being requested to determine 
whether an ulcer is present. In such cases a carefully 
taken history and an examination will often make 
it evident that the patient has gall stones or a large 
abdominal tumor. The study of a case should in- 


clude a physical examination, a test meal, an X-ray 
examination, and most important of all, the history. 
Next in importance to the history is an X-ray in- 
vestigation carried out by a skilled roentgenologist. 

In the case of a patient over 40 years of age who 
has previously been free from symptoms of dyspepsia 
and who complains of indigestion present for more 
than three weeks, carcinoma of the stomach must 
be considered. If in the case of a woman, the symp- 
toms date back to early childhood, the patient may 
be suffering from ptosis. The characteristic period- 
icity noted in the symptoms of a gastric or duodenal 
ulcer are so distinct from the long-continued, con- 
stant, slight discomfort of gall-stone dyspepsia that 
in a typical case there is usually no difficulty. The 
more acute gastric lesions give rise to pain which, 
although widespread in the epigastrium, does not 
as a rule radiate beyond it. In the more chronic 
gastric conditions the pain radiates widely to the 
back and shoulders. The radiation will generally be 
more pronounced when the pain is severe, and is 
increased when the ulcer is adherent to the surround- 
ing tissues. If the pancreas is involved, the pain 
will often pass to the left shoulder, whereas involve- 
ment of the undersurface of the liver usually gives 
rise to pain radiating to the right shoulder. In- 
volvement of the small intestine, such as is seen 
in cases of gastrojejunal ulcer, is generally indicated 
by radiation downward and to the left iliac fossa. 
Appendiceal dyspepsia will at some time give rise 
to pain radiating to the right iliac fossa. The colonic 
pain associated with ptosis usually radiates to the 
lumbar region. 

In the case of a benign gastric lesion, the time of 
onset of the pain is directly proportional to the dis- 
tance of the ulcer from the cardiac orifice. In cases 
of carcinoma of the stomach, on the other hand, the 
pain is constant but may be aggarvated shortly 
after the ingestion of food. The discomfort of gall 
stones is characterized by the fact that it occurs im- 
mediately after or even before the meal is finished. 
In cases of visceroptosis there may be a fullness 
immediately after meals, but generally the dis- 
comfort is more pronounced toward the end of the 
day and when the patient is tired, and is relieved by 
the recumbent position. Carcinoma of the stomach 
rarely causes acute pain unless there is obstruction 
or involvement of some other viscus. Chronic ul- 
ceration often gives rise to severe pain which ire- 
quently is relieved by pressure on the epigastrium. 
In cases of duodenal ulcer the pain is very often 
severe enough to awaken the patient at night. The 
colic, as in cases of gall stones, is of extreme severity 
and not infrequently associated with collapse. At- 
tacks of this nature will often occur irregularly and 
appear to have no definite cause. Somewhat similar 
attacks lasting for a shorter period not infrequently 
occur in chronic pancreatitis, but in such cases they 
often have a more definite relationship to the in- 
gestion of food. The pain of an acute inflammatory 
condition of the gall bladder or appendix is more 
persistent and associated with pyrexia. 
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Two main types of vomiting may be distinguished. 
In one, which is due to irritation of the stomach, the 
quantity of vomitus is small and the vomiting is 
frequently repeated. In the other, which is due 
to some form of obstruction, the quantity of vomitus 
is greater unless the obstruction is high up, the at- 
tacks occur at longer intervals, and usually the re- 
turned material contains food which was ingested a 
relatively long time before. Therefore very fre- 
quent vomiting of a small quantity of material in- 
dicates an acute gastritis such as is more apt to be 
found with acute ulceration than a chronic ulcer. 
Lesions which give rise to symptoms of inflammation 
but are situated outside of the stomach will cause 
only infrequent vomiting; hence vomiting occurs 
only occasionally in cases of gall stones and ap- 
pendicitis. A duodenal ulcer practically never causes 
vomiting unless its upper margin involves the stom- 
ach or it has caused obstruction. In cases of ob- 
structive lesions of the pylorus, whether simple or 
malignant, the quantity of vomitus will be large. 
When in cases of hour-glass stomach the proximal 
sac is small, vomiting may be more frequent and 
much less characteristic. 

The presence or absence of hematemesis and 
melna is of very little aid in the differential diag- 
nosis. It is never justifiable to wait for the presence 
of hematemesis or melena in order to make a diag- 
nosis of chronic gastric or duodenal ulcer. 

Changes in the appetite are often of very great 
diagnostic value. When a person over 40 years of 
age has symptoms of dyspepsia associated with 
loss of appetite, it is very probable that he is suffer- 
ing from carcinoma of the stomach. On the other 
hand, persons with duodenal ulcer and not infre- 
quently those with chronic gastric ulcer are found 
to have a perfectly normal appetite. Ptosis and 
acute gastritis, which more commonly simulate an 
ulcer, are much more apt to be associated with loss 
of appetite. In fact this loss is associated with ulcer 
only if gastritis is also present. 

Loss of weight is a sign to which much at- 
tention is paid unjustifiably. It frequently occurs 
late and should never be awaited. It is by no 
means suggestive of carcinoma, since a person with 
pyloric stenosis, obstruction of the common duct, 
or chronic pancreatitis may lose weight with start- 
ling rapidity. 

Jaundice associated with other symptoms of dys- 
pepsia is a definite indication of obstruction of the 
common bile duct, but a differential diagnosis be- 
tween stone in the common duct, chronic pancreat- 
itis, and pressure upon the duct by an external 
neoplasm can be made only by taking other symp- 
toms and signs into consideration. The absence of 
jaundice is not positive evidence that the common 
duct is free. 

The general build of the patient is often suggestive 
of the lesion from which he is suffering. A young 
female with well-marked ptosis habitus is very un- 
likely to be suffering from a chronic gastric ulcer. 
A well-developed muscular man complaining of long- 


continued dyspepsia is much more apt to have an 
organic lesion of the stomach or duodenum, whereas 
many stout women past middle life who have had 
dyspepsia for a number of years are suffering from 
gall stones. 

An abdominal examination will often present no 
positive characteristic signs, but the absence of 
physical signs is in itself often of very great sig- 
nificance. An enlarged and palpable gall bladder, 
a hard irregular tumor in the region of the stomach, 
or a dilated stomach with visible peristalsis are 
manifestly physical signs of great importance, but 
it must be remembered that the absence of enlarge- 
ment of the gall bladder does not prove that stones 
are absent. 

An investigation of the gastric secretion is a test 
of very great value, but may give rise to an erroneous 
impression unless it is combined with a carefully 
taken history and clinical investigation. Of the two 
methods, a fractional test meal is of the greater 
value. 

One of the most important aids in the diagnosis of 
dyspepsia is a careful X-ray investigation, but un- 
fortunately the laity have received the impression 
that this is the only test and, as a result, persons 
with a distinct and characteristic history of ulcer 
or gall stones often refuse operation because the 
X-ray findings are indefinite or negative. A chronic 
ulcer on the posterior surface of the stomach may 
cause no characteristic pit or depression. Car- 
cinoma of the stomach not infrequently gives rise 
to a very characteristic picture, but occasionally, 
and especially if the growth is in the fundus of the 
stomach, the X-ray may entirely fail to reveal it. 

Joun L. Dies, M.D. 


Jackson, C.: Pyloroscopy. Surg. Clin. N. Am., 1924, 
iv, 2. 

Jackson has found peroral pyloroscopy with an 
ordinary open tube a practicable procedure in the 
cases of infants and young children. In the cases of 
adults, a lens system in the gastroscope is usually 
necessary. 

At the Philadelphia Bronchoscopic Clinic the ex- 
ploration of the left two-thirds of the stomach is a 
common procedure. In the cases of very young 
children the displacement required to bring the py- 
lorus over to the middle line for inspection with the 
gastroscope is easily accomplished by external ab- 
dominal manipulation by an assistant. This per- 
mits inspection of the pylorus. Duodenal folds are 
sometimes seen, in adults as well as in children. In 
the majority of the cases the open tube cesophago- 
scope is used, the stomach folds being examined 
in the collapsed state of the stomach. In some 
instances it is found advantageous to use the inflat- 
ing gastroscope. 

The author describes the case of an 11-month-old 
child who had swallowed a safety pin. The pin had 
lodged at the pylorus. It was removed through the 
gastroscope without the use of an anesthetic. 

Oscar E. Napeau, M.D. 
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Papin, F.: Pyloroduodenal Stenoses Due to Biliary 
Lithiasis and Their Surgical Treatment (Les 
sténoses pyloroduodénales dues 4 la lithiase biliare; 
leur traitement chirurgical). J. de chir., 1924, xxiii, 1. 


Cases are occasionally seen in which a condition of 
frankly biliary origin results in a true mechanical 
stenosis of the pylorus and duodenum, cicatricial 
adhesions enclosing calculi in the pyloroduodenal 
region, etc. Such cases are not relieved by chole- 
cystectomy. 

They are not the ordinary gastropathies accom- 
panying cholelithiasis nor cases of pyloric stenosis 
due to the pressure of a gall bladder loaded with 
calculi, in which removal of the gall bladder would 
end the pyloroduodenal condition. They require a 
gastro-intestinal operation. Papin reports a case 
of this kind and reviews a few others from the French 
literature. In all, the symptoms of pyloric or duo- 
denal stenosis dominated the clinical picture but 
the history suggested biliary lithiasis. Kehr found 
twenty-two such cases in 1,000 gall-stone operations. 

The most common pathogenesis and that asso- 
ciated with the most marked complications is peri- 
cholecystitis, which blocks the pylorus and duo- 
denum by dense adhesions and strangles the passage- 
way by bands or fibrous cords. Such a perichole- 
cystitis often forms a veritable tumor causing great 
surgical difficulty. Two coincident results are thick- 
ening and induration of the duodenal wall and hyper- 
trophy of the head of the pancreas. 

In the treatment there are three possibilities: (1) a 
gastro-enterostomy alone; (2) a biliary operation a- 
‘lone; or (3) cholecystectomy with gastro-enterostomy. 

In a case of enlarged gall bladder filled with cal- 
culi, adherent to, and compressing the pylorus and 
duodenum, cholecystectomy is the best treatment. 

In obstruction due to pericholecystitis the choice 
of treatment will depend upon whether the condi- 
tion is in the course of evolution or is the sequela 
of an old lesion. If the condition is cholecystitis 
in process of evolution, its treatment by the usual 
methods may relieve the pyloric stenosis, but as a 
rule cholecystectomy is the operation of choice. 
After this procedure the duodenopyloric wall re- 
sumes its suppleness and permeability. 

In cases of residual lesions the indication is for 
gastro-enterostomy with section of adhesions. Re- 
moval of the atrophic gall bladder is useless. 

A gastro-enterostomy is to be preferred also when 
the cause of the stenosis is doubtful and when the 
patient’s resistance is weak. 

The double operation, cholecystectomy and 
gastro-enterostomy, has rare indications. On ac- 
count of its gravity, it can be performed only when 
the patient is in a relatively good condition. 

W. A. BRENNAN. 


Poynton, F. J., Higgins, T. T., and Brydson, J. M.: 
The Treatment of Hypertrophic Pyloric Steno- 

sis. Lancet, 1924, ccvi, 215. 
The authors’ conclusions, based on a series of 
fifty-five surgically treated cases and a long experi- 


ence in children’s hospitals, are summed up by the 
sentence: ‘‘ When once the diagnosis has been made, 
operate at the earliest convenience.” 

Of the classical symptoms, projectile vomiting, 
visible peristalsis, tumor, and constipation, the 
tumor is the most important. In discussing the 
examination the authors emphasize the necessity 
for complete relaxation on the part of the examiner 
as well as that of the patient. In the cases reviewed 
the tumor was demonstrated before operation in all 
but two, and all pre-operative tumors were found at 
operation. 

The pre-operative care advised consists of gas- 
tric lavage and the subcutaneous administration of 
saline solution and glucose. The limbs are wrapped 
in cotton and the operation is performed in a par- 
ticularly warm room. 

The surgical procedure recommended is the Ramm- 
stedt operation. The authors prefer nitrous oxide- 
oxygen anesthesia. Frequently this is combined 
with local infiltration with novocaine and adrenalin, 
and in some cases with local infiltration alone. Stress 
is laid on the importance of blunt section of the 
pyloric sphincter, the careful control of bleeding, and 
gentleness and delicacy of handling. The operation 
can be completed in about ten minutes. 

The postoperative treatment consists in keeping 
the infant warm, treating hyperpyrexia with ice 
caps, and careful feeding. The feeding routine for 
both breast- and bottle-fed infants is described in 
detail. 

In a series of fifty-five cases treated during a pe- 
riod of four years the mortality was 29 percent. This 
represents an average; in the thirty-five cases treated 
during the last two years the mortality was just 
under 15 per cent. 

The factor of paramount importance in the opera- 
tive prognosis is the duration of the symptoms. In 
the cases with symptoms for fifty days the mortality 
was 63.9 per cent; in those with symptoms for from 
twenty-five to fifty days, it was 38.5 per cent; and 
in those in which the symptoms had been present 
for less than twenty-five days it was 6.4 per cent. 

M. L. Mason, M.D. 


Bedarida, N. V.: The Experimental Production of 
Gastric Ulcer (Produzione sperimentale di ulcera 
gastrica). Arch. ital. di chir., 1924, ix, 109. 

Bedarida reviews the literature on the experiment- 
al production of gastric ulcer. In a number of ex- 

periments on rabbits he attempted to obtain a 

chronic lesion of the gastric mucosa by producing 

paralysis of the fine motor nerve terminals in the 

gastric wall. Into the muscle stratum he injected a 

solution of neurine which is known to have a specific 

action on the nerves of striated muscle. Eleven ex- 
perimental injections were made under strictly 
aseptic conditions. The work was based on the 
hypothesis that muscular and secretory paresis and 
the resulting circumscribed altered tropism of the 
gastric wall would so modify the tissue as to pro- 
duce and maintain a state of chronic ulceration while 
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about it and beneath it there would be a fibrous 
reaction. 

The experiments showed that small injections of 
25 per cent neurine into the muscular or submuscular 
stratum of the stomach constantly produced a lesion 
which, after a period of about eighteen hours, con- 
sisted in a loss of mucosal substance and after a 
period varying from seventy-two hours to twenty- 
four days, developed into an ulcer. 

The ulcer produced involved the various strata 
of the wall. It was surrounded and infiltrated by 
newly formed connective tissue, and on microscopic 
examination showed the characteristics of a fibrous 
ulcer. 

The cause of this lesion must be sought in the 
typical action of neurine in paralyzing the motor 
terminals in the muscles and the sensory secretory 
plexuses of the submucosa. Therefore the experi- 
mental ulcer was a true neurotrophic lesion. 

W. A. BRENNAN. 


Kusnetzoff, N. W.: Regurgitation of the Duodenal 
Contents into the Stomach in Cases of Gastric 
Ulcer (Ueber Zurueckwerfen des Duodenalinhalts 
in den Magen beim Ulcus ventriculi). Verhkandl. d. 
Russ. Chir. Kong., Petrograd, 1923. 


A study of regurgitation of the duodenal contents 
into the stomach, which is of great interest from the 
standpoints of physiology, diagnosis, and pathology, 
was found to present many difficulties. These were 
overcome only by the use of gastric sounds of small 
caliber which could be allowed to remain in the 
stomach. The examination of the duodenal juices 
in the stomach included the macroscopic and chem- 
ical determination of bile by the methods of Huppert, 
Nakyama, and Slowzoff. Trypsin was determined by 
the serum-tube method. The gastric contents were 
neutralized with sodium hydroxide and brought to 
0.2 per cent sodium carbonate. Calcium chlorate 
was used as an activator. The juice to be examined 
was placed in the thermostat at from 37 to 39 de- 
grees for twenty-four to forty-eight hours. The re- 
search was carried out in the Obuchow Hospital 
and in the chemical department of the Institute of 
Experimental Medicine. 

In all, 150 examinations were made in ninety-five 
cases. Twenty-five were repeated from two to five 
times. The greater number were made in the cases 
of ulcer. As a stimulant, a ro per cent oil emulsion 
was employed and, when examinations were re- 
peated, fish soup, water, and 1 per cent soap solution 
were also used. The gastric contents were siphoned 
off every fifteen minutes during a period of four or 
five hours. 

It was found that there is no parallelism between 
the regurgitation of bile and that of pancreatic 
secretion. Hence the regurgitation of bile cannot 
be regarded as having the same significance as that 
of the pancreatic secretion. When the cases are 
tabulated according to the regurgitation of bile it 
1s seen that in the greater number the regurgitation 
began early (after three-quarters of an hour, one 


hour, or one and one-half hours) and continued to 
the end. Other common types were those in which 
the regurgitation was observed in the middle of the 
examination, those in which it occurred intermittent- 
ly, and those in which it was noted in the first test 
and continuously thereafter or ceased shortly be- 
fore the end of the examination. 

The interrupted type with increased acidity is 
often associated with pyloric or duodenal ulcer. 

The regurgitation in cases of gastric ulcer does 
not differ from that in other diseases of the stomach; 
this indicates that the “typical” theory of the 
origin of gastric ulcer is incorrect. | ScHaack (Z). 


Sherren, J.: Disease of the Stomach and Its Sur- 
gical Treatment. Lancet, 1924, ccvi, 477. 


Perforation of a gastric or duodenal ulcer is usual- 
ly preceded by a long history of characteristic ulcer 
symptoms and the accident has often occurred while 
the patient was having ambulatory medical treat- 
ment. Sherren believes that surgery will effect a 
cure in the majority of cases and that patients who 
remain without symptoms for two years after opera- 
tion never develop them later. He has found that 
in the rare cases of severe symptoms six, eight, or 
more years after operation, the first two years were 
never uneventful. The results of partial gastrectomy 
for chronic gastric ulcer are remarkable; he has 
never known secondary ulceration to follow, and 
the after-history seems to be singularly smooth. 

There is both clinical and pathological proof of the 
healing of ulcer. In all of thirty-one cases of chronic 
duodenal ulcer and twenty-five of chronic gastric ul- 
cer examined up to twelve years after operation, the 
ulcer had healed. Occasional failures to obtain a cure 
will continue to occur until we know definitely the 
cause of gastric and duodenal ulcers. 

Acute ulcers of the stomach frequently cause pain, 
vomiting, and hematemesis, especially in young 
women. These ulcers cannot be seen on external 
examination of the stomach and often cannot be 
found when the mucous membrane is directly in- 
spected during life or after death. The author be- 
lieves that acute ulcer is often followed by the chronic 
variety and the latter by carcinoma. He states that 
operation should never be performed in acute cases 
with hematemesis because the acute ulcer cannot 
be dealt with directly; gastro-enterostomy will not 
check the bleeding, and operation adds enormously 
to the mortality. The treatment should consist of 
rest, the administration of morphia, and plenty of 
water by mouth. Operation should be undertaken 
in a quiescent period, when removal of an infected 
gall bladder or appendix will effect a cure. 

The relationship between acute ulcer, the relap- 
sing ulcer, and the solitary chronic round ulcer is 
discussed. The latter is the well-known penetrating 
ulcer which often involves the pancreas. It rarely 
causes hour-glass stomach but is the type that is the 
precursor of malignant disease. The relapsing type 
is more common in women and gives rise to hour- 
glass deformity. 
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Hour-glass stomach is rarely followed by car- 
cinoma and is relatively infrequent in men. In 
fact, ulcer is apparently becoming a more common 
disease in women. 

There is evidence that gastric and duodenal ulcer 
are often familial. Probably this is due to the fact 
that disease of the appendix tends to run in families. 

Secondary ulceration after operation may be due 
to several causes, but we know that chronic ulcera- 
tion does not occur if operation permanently abolish- 
es free hydrochloric acid in the gastric juice. The 
author believes that the effect of gastrojejunostomy 
is physiological or chemical instead of purely me- 
chanical. In the development of secondary ulcers 
increased gastric acidity is a most important factor. 
These lesions are very rare after operations for 
gastric ulcer. Prevention of secondary ulceration is 
favored by the removal of all foci of infection, the 
avoidance of the use of unabsorbable suture material 
and the jejunal clamp, and the formation of a large 
anastomosis at a distance from the pylorus. 

VERNE G. BurDEN, M.D. 


Basset, A.: The End-Results in Cases of Perforated 
Ulcer of the Stomach and Duodenum (Les 
résultats éloignés dans les ulcéres perforés de I’ 
estomac et de duodénum). Bull. et mém. Soc. nat. 
de chir. de Par., 1924, 1, 224. 


Basset has collected thirty case reports giving the 
results of operation for perforated gastric or duode- 
nal ulcer. The period of observation ranged from 
one to eighteen years. The end-result was excellent 
in every respect in 66 per cent, mediocre in 24 per 
cent, and poor in 10 per cent. 

In all of the five cases in which the lesion was 
situated on the anterior wall of the stomach the 
result was very good. In the eight cases in which 
the ulcer was on the lesser curvature the result was 
very good in four, fair in three, and poor in one. In 
the cases of pyloric perforations it was very good in 
two and fair in two. In the thirteen cases of duoden- 
al ulcers it was very good in nine, mediocre in two, 
and poor in two. 

The results with regard to the type of operation 
are shown in the following table: 


Results 

Operation Cases Good Fair Poor 
Simple burial of perforation....... 7 3 i »s 
Burial of perforation and gastro- 

6 3 3 
Suture and gastro-enterostomy.... 5 5 
Excision and suture.............. 2 1 I 
Excision, suture, and gastro-enter- 

I I 
Thermocauterization and suture... 5 4 I 


In the twelve cases in which immediate gastro- 
enterostomy was done a good result was obtained 
in nine and a mediocre result in three. In the eight- 
een other cases the result was good in eleven, medi- 
ocre in four, and poor in three. 


The manner in which the stomach is evacuated 
in patients with a gastro-enterostomy was deter- 
mined in ten cases (nine cases of primary, and one 
case of secondary gastro-enterostomy). The gastric 
contents passed exclusively by the gastro-enteros- 
tomy in five and chiefly by this route in two. 

From this series of cases it appears that the site 
of the ulcer is of importance in the end-result. Next 
to cases of ulcer of the anterior wall, in all of which 
the outcome was good, the most favorable results 
were obtained in cases of duodenal ulcer. In the 
cases of ulcer of the lesser curvature and of the 
pylorus the results were satisfactory in only 50 
per cent, and in those of callous ulcer they were 
good in only 33 per cent. 

The operation giving the best results is suture with 
immediate gastro-enterostomy. 

One-fourth of the patients operated upon have 
had some complication such as hemorrhage, stenosis, 
peptic ulcer, or repeated perforation, which neces- 
sitated further surgery, but after the second opera- 
tion recovery was complete and lasting. 

W. A. BRENNAN. 


Cohn, L. C.: Pylorectomy Followed by Gastro- 
duodenostomy. Ann. Surg., 1924, Ixxix, 229. 


The author calls attention to the Kocher method 
of gastroduodenostomy and to the infrequency of 
its use in America. Since the technique is compara- 
tively simple and the results are usually excellent, 
he considers it advisable to bring it again to the 
attention of the American surgeon. In brief, the 
technique used by Cohn is as follows: 

The stomach is freed along the greater curvature 
down to the duodenum, and the stomach, pylorus, 
and duodenum are freed from the pancreas. The 
pyloric vessels are ligated and the duodenum is cut 
across, care being taken not to injure the duodenum 
with the clamp. The stomach is turned down and to 
the left, with removal of the gland-bearing area and 
ligation of vessels. 

If the duodenum can be sutured to the posterior 
wall of the stomach without tension, Kocher’s 
operation is done. An area on the posterior wall 
above the site of section is chosen and the serous 
coat of the duodenum is sewed to the serous coat of 
the stomach with silk. An incision is then made in 
the wall of the stomach down to the mucosa and the 
wall of the duodenum is sewed to the wall of the 
stomach with silk. The mucosa of the stomach is 
then cut through and sewed to the duodenal mucosa 
with a suture running all the way around and the 
previous sutures are completed. The stomach is 
then divided between clamps and closed in the 
usual way. Joun A. Wotrer, M.D. 


Balfour, D. C.: Partial Gastrectomy for Gastro- 
jejunal Ulcer. Ann. Surg., 1924, Ixxix, 386. 


Of greatest importance in surgery for peptic ulcer 
is provision for adequate drainage of the stomach. 
This principle accounts largely for the popularity 
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of gastro-enterostomy. The results of gastro-enteros- 
tomy are usually satisfactory. The most serious 
sequel, gastrojejunal ulcer, occurs in about 2 per 
cent of cases. The cause is uncertain, but the con- 
dition is easily recognized. Early operation is safe 
and satisfactory but postponement is dangerous. 
Several methods of treatment have been employed 
in the Mayo Clinic, such as: (1) excision of the 
ulcer, when it is small, with enlargement of the 
original anastomosis; (2) cutting off of the gastro- 
enterostomy, excision of the lesion, closure of the 
openings in the jejunum and stomach, and pyloro- 
plasty; and (3) partial gastrectomy, which has 
distinct advantages and is the operation of choice 
when it can be safely performed. 

A course of pre-operative treatment is usually of 
benefit, and it is advisable to perform as much of 
the operation as possible under ethylene or local 
anesthesia. The anastomosis is first mobilized, the 
gastro-enterostomy disconnected, any induration in 
the jejunum is excised, and the opening in the je- 
junum is closed. If there has been a fistula into the 
colon, this is closed and protected as well as possible 
by wrapping omentum around the involved segment 
of bowel. The stomach is then resected to a point 
well above the opening of the old gastro-enterostomy, 
and gastro-intestinal continuity is restored by what- 
ever method is best in the particular case. 

The author has performed partial gastrectomy for 
gastrojejunal ulcer, including its complications, colon 
fistula, etc., in twelve cases, with no mortality. 


Michon and Magrou: Spontaneous Regeneration 
of the Gastric Mucosa After Partial Resection 
(Regéneration spontanée de la muqueuse gastrique 
aprés résection partielle). Presse med., Par., 1924, 
xxxii, 189. 

The authors carried out experiments to deter- 
mine whether partially resected gastric mucosa is 
capable of spontaneous repair and whether the heal- 
ing is a true regeneration of the mucosa. 

It was found that in the dog a lesion made sur- 
gically in the healthy gastric mucosa becomes re- 
paired spontaneously. This repair is rapid, what- 
ever the size of the lesion, being complete by the 
end of seven months. Retraction of the musculature 
has no part in the process. It is a true regeneration 
of the mucosa. At first, simple epithelium is formed. 
Later, this shows simple crypts, and ultimately the 
secretory culs-de-sac appear. 

Beneath recently repaired portions of epithelium 
the muscularis mucosz is defective. 

W. A. BRENNAN. 


Cheever, D.: Personal Experience with Carcinoma 
of the Stomach. Boston M. & S.J., 1924, cxc, 401. 


Many physicians are very skeptical regarding 
the curability of carcinoma of the stomach and this 
belief, is based more or less soundly on unfavorable 
experiences. Public education regarding the com- 
mon phenomena of other varieties of cancer has led 


to earlier operation. Even when the lesion announces 
itself as a visible tumor or ulceration associated with 
pain, bleeding, or unnatural discharge, a certain 
percentage of so-called cures may be confidently 
anticipated. Breast cancer and malignancy of the 
lip and uterus are now not as hopeless as formerly 
because today they are diagnosed and treated at an 
earlier stage. 

In cases of cancer of the stomach the surgeon is 
dealing with an organ which should offer a higher 
percentage of cures. Many partial and total gas- 
trectomies have demonstrated that the stomach is 
not essential to the maintenance of even a fair 
degree of good health. Its anatomical position and 
accessibility and the technical ease of its resection 
render gastric surgery relatively simple. Moreover, 
the gastric contents are relatively sterile as compared 
with the contents of the colon. 

The natural history of gastric cancer is the history 
of cancer elsewhere in the body. Beginning as a 
strictly local lesion, it spreads by direct invasion 
of the surrounding tissue. Later, lymphatic and 
blood-stream dissemination may render the case 
inoperable. In 77.7 per cent of sixty-seven patients 
operated on at the Peter Bent Brigham Hospital, 
Boston, the liver was free from metastases, but on 
account of lymphatic dissemination only half of 
these patients could be given the benefit of a radical 
resection. Autopsy records from the same hospital 
showed that of the patients dying of gastric cancer 
without operation, 22.8 per cent were free from 
hepatic metastases. Accordingly, early liver in- 
volvement is not responsible for the failure of 
radical operation to effect a cure. 

In a series of 236 cases treated at the Peter Bent 
Brigham Hospital during the first ten years of its 
existence, a radical operation was possible in only 
9.7 per cent, yet in more than 50 per cent of these 
the duration of symptoms prior to admission was 
less than six months. It is the old story of fatal 
delay in resorting to curative measures. The symp- 
tomatic insidiousness of gastric cancer is almost 
unbelieveable. When attacked by cancer, the stom- 
ach often remains silent during the fateful period 
when surgical treatment holds out a fair prospect of 
cure. 

The author reports six cases, all with unusually 
short duration of symptoms such as weakness, 
anorexia, weight loss, pallor, backache, and general 
debility. Such symptoms do not warrant a diag- 
nosis of the true pathology. When the classical 
picture is established it is usually too late for opera- 
tive interference. To remedy this serious situation 
it is important that a careful and thorough exam- 
ination be made of all patients complaining of 
belching, discomfort after the ingestion of food, 
anorexia, nausea, vomiting, and weakness. By far 
the most important single diagnostic method is 
examination with the fluoroscopic screen and a 
study of X-ray plates. Dependable evidence may 
be obtained in this way in as high as 97 per cent of 
the cases. 
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Of 236 patients at the Peter Bent Brigham Hos- 
pital whose data were satisfactory, 124 (52.5 per 
cent) were found inoperable on physical examination, 
and twenty-four more (10.1 per cent) were found in- 
operable at exploratory operation. Fifty-three (22.4 
per cent) were subjected to a palliative operation 
for obstruction or perforation; in these cases the 
mortality was 13.2 percent. In only twenty-three 
cases of the series was a radical resection done. 
Twenty patients survived, four lived less than one 
year, six lived from twelve to eighteen months, 
two lived from two and one-half to four years, and 
one lived seven years. In three cases (1.2 per cent) 
a five-year cure was obtained. 

Of the author’s twelve patients subjected to the 
radical operation for gastric cancer, two died from 
the operation, six died of recurrence after an aver- 
age period of twenty-three months, and three are 
alive and well seven years and three months, six 
years, and six years and three months respectively 
after the operation. A six-year apparent cure was 
therefore obtained in 25 per cent. From his limited 
experience Cheever concludes that gastric cancer is 
not so hopeless as is commonly believed. 

Joun W. Nuzvum, M.D. 


Haberer: The Indications for Surgical Treatment 
of Malignant and Benign Lesions of the Stom- 
ach and Duodenum Based on 1,432 Cases 
(Indikationsstellung fuer die chirurgische Behand- 
lung bei boesartigen und gutartigen Erkrankungen 
des Magens und Duodenums auf Grund von 
Erfahrungen an 1,432 eigenen Faellen). Sammi. 
Zwangl. Abhandl. a. d. Geb. d. Verdauungs- u. Stoff- 
wechsel.- Krankh., 1923, viii, 5. 


Haberer has operated upon 1,432 cases. Of these 
operations, 1,057 were gastroduodenal resections, 303 
gastro-enterostomies, and seventy-two pyloric ex- 
clusions. Of 1,223 operations for benign lesions (al- 
most exclusively ulcers), 0929 were resections, 
seventy-two were pyloric exclusions, and 222 were 
gastro-enterostomies. For carcinoma, Haberer per- 
formed 128 resections and eighty-one gastro-enteros- 
tomies. The latter were almost always posterior 
operations with the sbortest possible loop. The 
pyloric exclusions were done by the von Eiselsberg 
method. The Billroth I method was employed in 
520 cases (in forty-three for an end-to-side anas- 
tomosis between the transverse gastric incision and 
the descending portion of the duodenum after pre- 
vious blind closure of the end of the duodenum). 
The Billroth II operation was done in 410 cases, 
the Reichel-Hofmeister modification being used in 
the majority. 

Haberer is decidedly radical in his treatment of 
carcinoma of the stomach, performing a resection 
even in the presence of inoperable metastases in 
the glands. 

The causes of death following operation for ulcer 
are: (1) loosening of the sutures, (2) hemorrhage, 
(3) brown atrophy of the heart, (4) diseases of the 
lungs and pleura, and (4) subphrenic abscess. Loos- 


ening of the sutures may be due to errors in tech- 
nique resulting in insufficient nutrition of the wound 
surface or hemorrhage within the suture line. It 
may occur also even when the suturing is done 
correctly. Therefore the author recommends sepa- 
rate suturing of the large vessels of the mucosa. In 
very rare cases of extremely cachectic patients the 
suture may give way in spite of correct technique 
because of faulty union and healing. The fact that 
loosening of a primary suture occurred only three 
times in Haberer’s 1,432 cases shows that this 
disastrous complication is extremely rare. The di- 
gestion of a primarily healed suture by activated 
pancreatic secretion following injuries to the pan- 
creas during operation is a grave danger. In such 
cases the clinical phenomena of separation of the 
suture line do not appear until! after from ten to 
fourteen days or even longer and during this time 
the patient appears to be progressing favorably. 
Either necrosis of pancreatic fat occurs soon after 
operation or circumscribed abscesses develop very 
slowly, especially around the duodenal stump. Such 
abscesses are usually fatal. 

Hemorrhage into the gastro-intestinal lumen may 
be very dangerous but is rare if the technique of 
suture is correct. Haberer has had only one case 
in which such a hemorrhage caused death. In ten 
cases a second laparotomy was necessary either on 
the same day or the next day. Healing was obtained 
in these cases by a second suture. 

Cardiac and pulmonary complications, which were 
very rare in Haberer’s experience, may result from 
aspiration during narcosis or gastric lavage, chilling 
of the viscera, or previously present tuberculosis or 
bronchiectasis. The theory that pulmonary com- 
plications are more frequent after operations per- 
formed under general anesthesia than after those 
performed under local anesthesia is not substan- 
tiated by the author’s experience. On the con- 
trary, the most severe pulmonary complications fol- 
lowed the use of local anesthesia. It must be borne 
in mind, however, that he used local anesthesia 
only when complications such as goiter and diseases 
of the heart, lungs, or kidneys were already present. 
The belief that greater difficulty in clearing the air 
passages is experienced after narcosis was also re- 
futed by Haberer’s observations. He found that 
after local anesthesia patients complained for a 
considerable length of time of pain in the region in 
which the anesthetic was injected. This was dis- 
tinct from that due to the wound and had an un- 
favorable influence on expectoration. 

Slight postoperative metapneumonic empyema 
has a relatively good prognosis. When it is recog- 
nized early, it can be cured by puncture. The prog- 
nosis of pleural suppuration conveyed by the lymph 
vessels from an infected peritoneum is much less 
favorable, especially in cases of carcinoma. ‘The 
author has never seen this complication after re- 
section for ulcer, but it occurred once after gastro- 
enterostomy in a case of large callous ulcer of the 
duodenum. 
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Subphrenic abscesses due to incorrect suture have 
a very uniavorable prognosis, but that of abscesses 
developing from infected hematomata in which the 
suture remains intact is much more favorable. Since 
there is always the danger of pancreatic complica- 
tions in cases of ulcers which penetrate deep into 
the head of the pancreas and involve the bile pas- 
sages, only a gastro-enterostomy should be done 
in these cases. Haberer obtained the best immediate 
and permanent results with the Billroth I method, 
but does not insist on this procedure. If in the re- 
section of a duodenal ulcer penetrating the pancreas 
it is impossible to obtain suitable serosa on the 
posterior wall, the Billroth II method or Haberer’s 
modification of the Billroth I method (end-to-side 
anastomosis of the stomach and duodenum with 
blind closure of the end of the duodenum) should 
be used. 

Haberer is not satisfied with the results of trans- 
verse resection of the stomach. In no inconsiderable 
percentage of his cases there was a recurrence of 
trouble such as increased acidity, pylorospasm, and 
possibly ulcers which had escaped detection. When 
patients who have been subjected to the Billroth 
II operation complain of dyspepsia soon afterward 
the cause usually lies in the altered chemistry of the 
stomach (flow of bile into the stomach). The end- 
results in these cases, however, are good. Severe 
and lasting symptoms of dyspepsia with anacidity 
may be due to a small stump; very extensive re- 
sections are therefore inadvisable. Peptic jejunal 
ulcer following the Billroth II operation is not a very 
tare complication, as was formerly assumed. Ha- 
berer operated on five such cases; in two, he himself 
had performed the primary resection. The best 
results were obtained with the old Billroth I method. 
The new ulcer symptoms sometimes observed by 
other surgeons following the Billroth I operation are 
due to old ulcers overlooked at the first operation. 

Stenosis at the site of anastomosis, which some- 
times follows the Billroth I procedure, is also to be 
attributed to faulty technique. In a large percentage 
of pyloric exclusions done according to the von 
Eiselsberg technique there is danger of a subsequent 
peptic ulcer of the jejunum, however favorable the 
immediate result. Haberer reports thirteen such 
ulcers in seventy-two cases of pyloric exclusion. 
That simple gastro-enterostomy does not, in many 
cases, bring about the desired result is shown by 
the fact that in Haberer’s cases in which resection 
was done gastro-enterostomy had been previously 
performed by other surgeons. Haberer warns against 
performing gastro-enterostomy when the findings at 
operation are uncertain or negative. In such cases 
it is usually followed by a continuation or an in- 
crease in the symptoms. 

_ Haberer claims that carcinoma on an ulcer basis 
is rare, but states that in 5 per cent of his cases, in 
spite of his extensive experience, it was impossible 
to decide at operation whether the lesion was a 
carcinoma or a callous ulcer. In peptic ulcer of the 
jejunum he obtained the best results from very 


radical resection. For cases of perforated ulcer he 
advises resection if it is possible. Bruetrt (Z). 


Jackson, C.: A Chalk Talk on Gastrostomy. Surg. 
Clin. N. Am., 1924, iv, 8. 

Although Jackson has never performed the opera- 
tion under discussion, he has seen the results of more 
than 1,000 gastrostostomies performed by other 
surgeons. 

Before gastrostomy is performed, the cesophago- 
scope should be passed to determine the extent of the 
lesion, and treatment with the use of this instrument 
should be tried. Cases cured by dilatation are cited. 

Gastrostomy is contra-indicated in all cases in 
which a cure can be obtained quickly by cesophago- 
scopic methods alone, provided the patient is not 
in an extremely poor condition. 

Csophagoscopic examination should precede 
every form of treatment except gastrostomy for 
water starvation. Blind methods undertaken with- 
out knowledge of the condition of the oesophagus are 
exceedingly dangerous. Nearly every pathological 
museum has one or more specimens showing oso- 
phageal perforation due to blind bouginage. 

Oscar E. Napeau, M.D. 


Skljarow, I.: Volvulus of the Small Intestine: Six- 
teen Cases (Ueber den Volvulus des Duenndarms 
auf Grund von 16 Eigenbeobachtungen). Verhandl. 
d. Russ. Chir. Kong., Petrograd, 1923. 


Volvulus of the small intestine is one of the most 
frequent causes of intestinal occlusion in Russian’ 
peasants. 

The high mortality after operation is due to the 
fact that operation is frequently performed late. 
In addition to the signs of other types of intestinal 
occlusion, a splashing sound is noted during the 
first few days; this is pathognomonic. A large quan- 
tity of water collects in the excluded intestine, the 
body becomes drained of fluid, and the effects of 
the toxins are increased. The mortality is greatly 
lessened by surgical treatment given during the 
first forty-eight hours. At operation, the intestine 
should be emptied. By smoothing it between the 
fingers the contents may be moved into the cecum 
without causing injury. 

Before and after operation infusions of salt solu- 
tion should be given to combat the dehydration. 
To prevent intestinal paralysis, the subcutaneous 
administration of eserin is indicated. 

In the discussion of this paper ABRAMOVITSCH 
(Homel) agreed with the author regarding the fre- 
quency of intestinal occlusion in Russia but warned 
against his method of smoothing out the intestine 
to empty it. Instead, he advocated puncture of 
the intestine if necessary. He holds that eventra- 
tion of the entire small intestine is injurious and 
unnecessary. 

Drepericus (Simferopol) recommended fixation 
of the flexure in cases of volvulus. 

Rokitzki (Petrograd) reported a case in which, 
after fixation of the flexure according to Pikin’s 
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method, a second laparotomy for occlusion was 
necessary. The flexure was then resected by Gre- 
kow’s method and a cure obtained. Rokitzki also 
prefers puncture of the intestine to smoothing it 
with the fingers. 

MIKULI (Moscow) stated that he disapproved of 
reefing sutures in the flexure and anastomosis be- 
tween its two limbs since in cases so treated the 
volvulus frequently recurs. He believes the flexure 
should be resected. 

OpPEL (Petrograd) agreed with Mikuli. 

Hesse (Petrograd) stated that evagination by 
Grekow’s method is correct theoretically, but in 
practice leaves much to be desired. In this connec- 
tion he called attention to the fact that it is not yet 
known how much of the mesentery can be ligated 
off without exposing the intestine to the danger of 
gangrene. In one of his cases the entire flexure be- 
came gangrenous as a result of volvulus. Following 
evagination the patient’s condition progressed favor- 
ably for a time, but death occurred at the end of six 
weeks from gangrene at the end of the descending 
colon and an abscess between the rectum and the 
descending colon. In cases of neoplasms of the 
flexure with stenosis and marked stasis in front of 
the stenosed area, evagination is almost impossible. 
Hesse reported a fatal case of this type. 

SKATSCHEWSKI reported that in volvulus of the 
flexure he always establishes the anastomosis be- 
tween the transverse colon and the flexure or be- 
tween the limbs of the flexure. In all of his cases the 
flexure was very large and resection presented too 
great a risk. In seven cases treated in the manner 
described the result was successful; in another, a 
recurrence developed. 

ScHaprro (Minsk) advocated emptying the small 
intestine by puncture. In volvulus of the sigmoid 
flexure he introduces an ordinary rectal speculum 
high into the intestine for the evacuation of gases 
and intestinal contents. 

TEPLIN (Petrograd) stated that he had operated 
— according to Pikin’s method with a successful 
result. 

AMBRUMJANZ (Beshiza) reported that among the 
most frequent causes of volvulus are adhesions due 
to inflammation of the appendix. 

Wotkow (Jadrin) stated that Pikin’s operation is 
not physiologically correct as it immobilizes a mov- 
able organ. 

Grekow (Petrograd) proposed evagination per 
rectum. In this procedure great care is necessary in 
the ligation of the mesosigmoid as our knowledge 
of the vascular supply in pathological cases is un- 
satisfactory. The inflamed and twisted mesentery 
in volvulus prevents positive orientation; hence the 
ligation must be made close to the intestine. The 
portion of intestine freed from the mesentery should 
be invaginated so far into the pelvic colon that a 
portion of it with its mesentery disappears into the 
latter. In the abdominal cavity the fold must be 
fastened by interrupted sutures. The evaginated 
portion of intestine, including both the outer and 


inner cylinders, should be cut off and fastened to the 
rectum and anus. Grekow has used this method in 
the treatment of traumatic injury of the sigmoid, vol- 
vulus, Hirschsprung’s disease, and neoplasms. The 
poorest results were obtained in cases of volvulus. 
PIKIN stated that his operation has not been per- 
fected. He admitted that in many cases reefing sutures 
are unnecessary, fixation alone being sufficient. 
SKLJAROW added that he did not insist that laparot- 
omy for volvulus of the small intestine be performed 
entirely under local anesthesia, but when, with local 
anesthesia, morphine and ether are used, the desired 
result may be obtained without pain. Smoothing 
out the intestine between the fingers and eventra- 
tion, he believes, are not injurious. After eventra- 
tion, respiration and the heart action are improved. 
REIN (Moscow), who concluded the discussion, 
stated that, like Grekow, he makes a large incision 
and brings the intestine out as in this manner orienta- 
tion is facilitated. In volvulus of the flexure he 
resects both sides if gangrene is present or sus- 
pected. If the intestine is healthy, he makes a 
longitudinal incision into the mesosigmoid and 
sutures this incision transversely. In this manner 
the mesosigmoid is shortened and the distal ex- 
tremities of the two limbs of the flexure are moved 
further apart. Buscu (Z). 


Finsterer, H.: Is Extensive Resection of the Stom- 
ach in Duodenal Ulcer Allowable or Not? (Ist 
die ausgedehnte Resektion des Magens beim Ulcus 
duodeni erlaubt oder nicht?) Zentralbl. f. Chir., 
1923, 1, 1566. 


Five years ago Finsterer advised the removal of a 
large part of the stomach in the resection of duodenal 
ulcer in order permanently to eliminate the hyper- 
acidity and thereby decrease the chance of the for- 
mation of a peptic ulcer. This proposal met with 
energetic opposition but Finsterer still adheres to 
his previous conclusions. His conviction is based 
chiefly on his excellent results—not a single peptic 
ulcer of the jejunum developed in 233 cases of 
duodenal resection—and on the findings of the 
histologic examination of the resected specimens. 

In the great majority of the cases the stomach 
showed the signs of a severe chronic gastritis 
throughout its entire extent. From this fact 
Finsterer draws the conclusion that even resection 
of the antrum is not sufficient to cause healing of 
the intestine since this procedure frequently leaves 
behind a severely damaged gastric mucosa which 
may be responsible for the recurrence of a peptic 
ulcer of the jejunum in spite of the resection of the 
pylorus and antrum. In support of his contention 
he cites the fact that Konjetzag found a severe 
chronic gastritis in all of his cases of gastric resection. 

The patient suffers no noteworthy inconvenience 
as the result of the extensive extirpation of the 
stomach. In time, the sensation of the so-calicd 
small stomach completely disappears, provided the 
anastomosis between the stomach and jejunum is 
sufficiently broad. Dencks (Z, 
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Von der Huetten, F.: An Experimental Contribu- 
tion on the Etiology of Peptic Ulcer of the Je- 
junum (Experimentelle Beitrag zur Aetiologie der 
Ulcus pepticum jejuni). Beitr. z. klin. Chir., 1923, 
CXXX, 20. 


The author first reviews the various theories 
advanced in the literature regarding the nature and 
etiology of peptic ulcer of the jejunum. None of 
them is entirely satisfactory as exceptions have been 
found to all. It may therefore be assumed that a 
number of injurious influences must act together 
to produce the lesion. The primary lesion must be a 
local injury which forms an area of diminished resist- 
ance to the digestive gastric juice. 

From his investigations the author concludes that 
the pyloric swelling resulting from the von Eisels- 
berg technique favors the development of peptic 
ulcer of the jejunum and that therefore this pro- 
cedure should be abandoned. In experimental 
animals an ulcer does not develop after gastro- 
enterostomy if the pylorus is open. Observations in 
clinical cases agree with these findings. 

Bove (Z). 


Palugyay, J.: The Roentgen Diagnosis of Peptic 
Ulcer of the Jejunum (Zur Roentgendiagnose des 
Ulcus pepticum jejuni). Deutsche Ztschr. f. Chir., 
1923, Clxxxi, 203. 

The author calls attention to the technical diffi- 
culties in the roentgen diagnosis of peptic ulcer of 
the jejunum and adds a new sign to those already 
described in the literature. This sign is a spastic 
retraction of the gastric wall in the region of the 
anastomosis which is not relieved by papaverin. By 
means of it the author believes he can exclude the 
presence of a peptic ulcer of the jejunum in the 
presence of a spasm which is relieved by papaverin. 
_ The direct X-ray signs of peptic ulcer of the je- 
junum are an ulcer niche and a gastrocolic or je- 
junocolic fistula. The indirect signs, which are in- 
dependent of the site of the ulcer, are an ulcer di- 
verticulum and a point which is painful on pressure. 
The indirect symptoms observable in cases of gastro- 
jejunal ulcer are diminished or absent function of 
the gastro-intestinal anastomosis and spastic re- 
traction of the gastric wall in the region of the 
anastomosis which is not relieved by papaverin. 
Indirect symptoms observable in cases of peptic 
ulcer distant from the anastomosis are faulty peris- 
talsis of the jejunum in the region of the first coil and 
absence of Kerkring’s folds in the region of the 
efferent loop of the anastomosis. 

The article is concluded with the report of nine 
cases observed by the author. Dencks (Z). 


Kennedy, J. P.: Tumors of the Intestine Causing 
Intussusception. South. M. & S., 1924, lxxxvi, 43. 
Highsmith, J. D.: Ileocacal Intussusception in an 
Adult Due to an Intestinal Tumor. South. M. & 

S., 1924, Ixxxvi, 48. 
KENNEDY reports two cases of abdominal distress 
and vomiting in which operation revealed an in- 


tussusception caused by a tumor. In the first case 
the tumor was a lipoma the size of an apple in the 
wall of the cecum 2 in. above the appendix. Re- 
section of the cecum was followed by a good re- 
covery. In the second case the tumor was a lei- 
omyosarcoma of the jejunum. 

HIGHSMITH reports a case in which adenomatous 
polyps attached to the ileum about 2 in. above the 
ileocecal valve caused intussusception. 

Resection was done. Marcus H. Hopart, M.D. 


Stewart, W. H.: Some of the Pitfalls in the Roent- 
genographic Diagnosis of Colonic Lesions, with 
Suggestions as to the Proper Method of Over- 
coming Them. Am. J. Roentgenol., 1924, xi, 168. 


The common errors in the roentgen diagnosis of 
colonic pathology are due largely to: 

1. Failure to make a preliminary examination 
before the colon is filled with the barium enema. 

2. Difficulty in differentiating spasm from true 
disease. 

3. The overshadowing of a lesion between haus- 
tral contractions by a distended colon. 

4. Filling defects caused by intestinal contents. 

5. The variation in the findings at different stages 
of filling. 

6. Failure to recognize the pathology on account 
of the extreme mobility of the lesion. 

Overshadowing by the barium enema of a 
lesion within the lumen of the colon which has 
caused no deformity. 

With the hope of overcoming these errors, Stewart 
suggests certain improvements in technique. Proper 
preliminary preparation of the colon is essential. 
Perfect relaxation of the patient should be induced. 
A roentgenogram made before the barium enema is 
given may reveal a lesion which might be over- 
shadowed by the enema. Care should be exercised 
not to force air into the rectum ahead of the enema. 
The irrigating can should not be raised more than 
9 in. above the level of the anterior abdominal wall. 
The barium enema should be allowed to flow in 
gently under constant observation until it reaches 
the cecum, when the injection should be stopped. 
Any unusual roentgenoscopic findings should be 
verified by a number of roentgenograms. Further 
examinations should be made after the patient has 
been instructed to expel a moderate amount of the 
enema and again after the colon has been emptied as 
completely as possible. In many instances it is 
advisable to confirm the findings made with the 
enema by observations following the barium meal. 

In cases in which the lesion is within the lumen 
of the colon and does not cause deformity, the bar- 
ium enema overshadows the growth so that it cannot 
be recognized by the ordinary methods of examina- 
tion. Lesions in such cases can be detected by a 
method suggested by Fischer of Frankfort, Germany. 
He first gives the patient a moderate barium enema 
and then distends the colon further with air, both 
of which are administered under roentgenoscopic 
control. If the suspected growth involves the trans- 
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verse or pelvic colon, the patient is allowed to expel 
a portion of the enema before the air is injected. 
With this method it has been found that the most 
satisfactory information can be obtained in the 
lateral positions. 

When all other methods fail to give the desired 
information, pneumoperitoneum may be used to 
advantage. ApoteH Hartunc, M.D. 


Romanis, W. H. C.: Carcinoma of the Colon. 
Brit. M.J., 1924, i, 183. 

Carcinoma of the colon is both common and in- 
sidious. It occurs most commonly in the pelvic 
colon and cecum, but not infrequently in the splenic 
flexure, the transverse colon, and the descending 
colon. 

Microscopically the lesions are usually the true 
columnar type of carcinoma. Clinically, they may 
be classified as the annular or ring type; the pro- 
liferating or fungating type; and the hard craggy 
type. The type influences the extent and scope of 
the operation since the proliferating type is the least 
malignant and the hard type the most malignant. 

The diagnosis is usually made at operation for 
acute or chronic obstruction. Earlier symptoms 
which should justify an exploratory operation in 
middle-aged patients are colicky pain and un- 
comfortable sensations after meals associated with 
loud borborygmi, a history of irregularity in the 
action of the intestines, and blood in the feces. X-ray 
examination is usually of no aid in the diagnosis. 

Symptoms of obstruction are usually of gradual 
onset and without acute manifestations such as pain 
and vomiting. The pulse is good and the tongue 
clean, but the gradual, progressive abdominal dis- 
tention points to the seriousness of the condition. 

In considering the treatment the author classifies 
cases into those with removable or irremovable 
obstruction and those without obstruction. He 
warns against performing too radical an operation 
in cases of obstruction, as he believes that unless 
such cases can be relieved by preliminary treaiment 
the primary operation should be only for exploration 
and relief of the obstruction. Colostomy should be 
looked upon as a temporary measure since a short- 
circuit operation, when possible, is preferable to a 
permanent colostomy even though it may carry 
greater risk. E. SHackteton, M.D. 


Brunner, F.: Resection of the Colon (Beitrag zur 
Resektion des Dickdarmes). Deutsche Ztschr. f. 
Chir., 1923, clxxviii, 96. 

This article is based on seventy resections of the 
colon. Forty of the subjects were women. In two- 
thirds of the cases the operation was performed for 
carcinoma or tuberculosis; in the others the indi- 
cations included contusions without injury of the 
abdominal wall, cecal fistula following appendec- 
tomy, uicer of the colon, incarcerated umbilical 
hernia, invagination, volvulus, adhesion of the in- 
testines to a carcinomatous ovary, and enteroliths. 


Observations of forty-two cases of carcinoma of 
the colon led to the conclusion that the lower the 
site of the lesion the earlier ileus may be expected. 
Carcinoma of the colon on the left side proved to 
be one of the most frequent causes of ileus. Ileus 
of the carcinomatous colon is especially toxic be- 
cause of the decomposition of the intestinal contents. 
In five cases the carcinoma was primarily resected 
during the ileus; two patients died. ; 

Following Schloffer, Brunner usually makes every 
effort to cure the ileus first. The anatomical site is 
revealed by median laparotomy. A fresh incision is 
then made in the abdomen and a cecostomy per- 
formed. In two further stages the carcinoma is 
taken out and the fistula closed. If the intestine 
is greatly distended, the cecum is drawn up to the 
abdominal wall and incised and the entire intestine 
is emptied through the opening. The intestinal in- 
cision is then closed provisionally and this part is 
sutured as a cecostomy into a new abdominal wound 
mesial to, and above, the right anterosuperior spine. 
If the tumor is situated in the right colon, an anasto- 
mosis is made if possible between the ileum and the 
transverse colon and a cecal anus is formed to be 
resected later with the tumor. An examination is 
always made of the liver. When metastases are 
present an artificial anus is formed immediately 
above the carcinoma. 

Among the operative methods Brunner prefers 
unilateral resection. Of seventy patients, forty- 
seven were subjected to a unilateral operation— 
twenty-six to ileocolonic resection and twenty-one 
to colocolostomy on the left side. The only contra 
indications are ileus, adhesions, and abscesses 

The objection made by Brunner to eventration 
and the establishment of an artificial anus are the 
impossibility of thoroughness if the procedure is 
carried out during ileus and the impossibility of a 
sufficiently radical removal of the glands of the 
mesocolon. He believes that closure of the artificial 
anus by the application of a clamp is unsurgical and 
not without danger; closure by resection is the safest 
procedure but represents a second major operation. 

With regard to ileocolonic resection by Kocher’s 
method Brunner states that he attaches no value 
to the so-called aseptic instrumentarium of Mos- 
kowicz and Hartert. Implantation of the small 
intestine into the large intestine is done last in order 
to prevent unnecessary infection. 

Of thirty-two ileocecal resections, twenty-six were 
done as one-stage operations and six as two-stage 
operations. In disease of the left colon, colocolos- 
tomy is advisable; eventration is not to be recom- 
mended. Of thirty-seven colostomies, twenty-one 
were one-stage operations, and fourteen, three-stage 
operations. The mortality was 22 per cent. For 
operations on the transverse colon and the distal 
portion of the sigmoid Brunner regards end-to-end 
anastomosis as the method of choice as it uses up the 
least amount of intestine. The fat, one of the chief 
causes of trouble in circular suture, is dissected away 
from the margins of the intestinal incision in a ring 
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about 8 mm. wide. The anatomical course of the 
vessels in the intestines entirely justifies this meas- 
ure. The prepared margin is treated as though it 
were completely covered by peritoneum. The mar- 
gins are joined by two rows of circular sutures. Thus 
the principle that in intestinal suturing, serosa must 
be applied to serosa is abandoned. Brunner has 
found that the intestines heal with sufficiently strong 
union when muscularis is applied to muscularis. 
Three rows of sutures are not desirable. The sutures 
should be protected by stitching the omentum over 
them. When it is necessary to resect both the stom- 
ach and colon, the transverse colon is first divided 
between Kocher clamps. The care of the stomach 
then takes precedence over that of the coion. 

In the treatment of cecal fistula the opening is 
closed with a superficial over-and-over suture. On 
the following day it is cut around and the skin 
margins are sutured together over it. Then, with 
clean instruments and after iodine disinfection, an 
incision is made as far as the peritoneum, the fistula 
is separated from the abdominal wall, the fistulous 


portion of the intestine is resected, and the intestine — 


is closed as after ileocolic resection. 

Of eleven cacostomies, ten were followed by 
smooth recovery and one by abscess of the abdomin- 
al wall. The results are shown by the following 
statistics: 

Of seventy patients, sixteen (23 per cent) died. 
In the last ten years the mortality has fallen to 13 
per cent. The end-results in six cases of ileocecal 
tuberculosis are good; in two cases there is diar- 
thea. In twenty-nine cases of carcinoma which were 
subsequently examined a recurrence developed in 
thirteen. Seven cases were operated upon less than 
two years ago. Eight patients (20 per cent) re- 
mained cured for more than four years after the 
operation. Loenr (Z). 


i ig. 2. Resection. The segment of gut to be 
excised has been isolated with a wedge-shaped 
portion of mesentery attached. The gut has 
been divided between the pressure forceps and 
crushing clamps and is about to be removed. 
The insertion of the pursestring sutures for clos- 
ing the stumps is shown and the position of the 
ligature guillotines upon them is indicated. 


Fig. 3. Anastomosis. The gap 
in the mesentery has been closed. 
The interrupted mattress sutures 
have been inserted but not tied 
(In practice each is tied as it is 
inserted). 
crossed mattress suture controlling 
the area of mesenteric attachment, 
and the slight inversion of the 
stumps which permits approxima- 
tion of the circumference. 


Fraser, J., and Dott, N. M.: Aseptic Intestinal 
Anastomosis: with Special Reference to Co- 
lectomy. Brit. J. Surg., 1924, xi, 439. 


Resection of the colon, especially in the descending 
portion, when done as a one-stage operation, is 
attended by a mortality of about 30 per cent. The 
chief danger is from sepsis. Factors predisposing to 
sepsis are: (1) peculiarity of the blood supply; (2) 


Fig. 1. Ligature guillotines. The instruments are 6 cm. 
long and the tubular sheath is 2 mm. thick. Projecting 
from the end is the solid center wire with an eye in its 
extremity. The flanges, which form the handle of the in- 
strument, are arranged like the antinous release of a camera 
so that the central wire can be drawn into the sheath. One 
instrument is represented with a ligature threaded in place. 
When the flanges are pressed together, the ligature is cut 
against the end of the tubular sheath. The guillotine can- 
not be released from the ligature until the latter is com- 
pletely severed. 


the highly septic character of the contents of the 
colon; (3) the presence of subperitoneal deposits of 
fat which later may undergo necrosis; (4) incomplete 
covering of the colon by peritoneum. 


Fig. 4. Anastomosis. The 
continuous circular suture 
has been inserted. Begin- 
ning at the antimesenteric 
border on the distant side 
of the guillotines, it has 
passed round, traversed the 
mesentery, and terminated 
in a loose stitch over the 
point of emergence of the 
guillotines. 
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The method described is a form of axial anastomo- 
sis which prevents any direct opening of the lumen 
of the bowel during the progress of the operation. 
The procedure is briefly as follows: 

The segment of bowel to be removed is secured 
at each end with pressure forceps. The attached 
mesentery is incised and ligated as a wedged-shaped 


Fig. 5. Sectional view of completed anastomosis. The 
diagram shows the area of complete apposition between 
the inner row of interrupted sutures and the outer circular 
row. This area can be increased as desired by the insertion 
of an additional line of circular sutures. The inturned cuffs 
of bowel with crushed edges are shown. The entire struc- 
ture, being soft and mobile, the cuffs of bowel are opened 
out in the direction of intestinal flow so as to give an ample 
lumen. Experience has shown that these cuffs entirely dis- 
appear. 


* 


lig. 6. Axial anastomosis of ileum to transverse colon 
in the dog following right hemicolectomy. Above, exter- 
nal appearance. Specimen removed seventy days after 
operation. The suture line is unrecognizable and the ileum 
passes smoothly into the colon. Below, internal appear- 
ance. In this case the inturn has not entirely disappeared, 
but projects valve-like into the colon. The fresh specimen 
demonstrated that it acted as a very competent ileocolic 
valve, allowing a perfectly free stream in the normal direc- 
tion and almost completely obstructing flow in the opposite 
direction. Possibly its persistence in this case may have 
had some relation to the normal valvular function. 


portion. Crushing clamps are applied close to the 
pressure forceps and the bowel divided between 
them. A pursestring suture is then placed just 
beneath the crushing clamp and threaded through 
a ligature guillotine so that the instrument comes at 
the antimesenteric border. A similar pursestring 
ligature with a ligature guillotine is placed beneath 
the other crushing clamp. The clamps are removed 
and the pursestrings pulled taut. The cut edges 
are approximated, secured by several interrupted 
sutures, and then anastomosed by two layers of 
Lembert sutures which, starting at the antimesen- 
teric border, encircle the bowel. The two ligature 
guillotines which have been brought out of the 
suture line at the same point are then tightened and 
the pursestring is cut through, the continuity of the 
lumen of the bowel being thus re-established. 

A similar technique can be used in end-to-side 
anastomosis. 

Experimental study in the dog has shown that 
the crushed edges of the turned-in cuff slough off 
within twenty-four hours and there is no danger of 
haemorrhage from the cut edges of the mucous mem- 
branes. A temporary ulcer, which is present, heals 
after about thirty days. Seventy days after the 
operation the juncture of the mucous membrane 
cannot be identified microscopically and the union 
of the muscularis is only slightly less advanced. 
There is no tendency to stricture formation. 

The authors used their method in two cases of 
tumor of the descending colon with satisfactory 
results. In one case the tumor was located at the 
splenic flexure and in the other case in the pelvic 
colon. In both cases resection was carried out 
after preliminary cecostomy. 

VERNE G. BurpEN, M.D. 


Lussana, S.: Omental Incarceration of the Ap- 
pendix (Incarceramento omentale dell’ appendice). 
Riforma med.. 1924, xi, 126. 


Lussana calls attention to the rapid defensive 
action of the omentum in walling off inflammatory 
conditions of the abdominal organs, expecially the 
appendix. This defensive action was well illustrated 
in a case of appendicitis operated upon by him. The 
turgid appendix, inserted medially and somewhat 
posteriorly, was directed downward and covered with 
adherent omentum. The distal half was covered by 
a thick omental flap sealed with fibrinous exudate 
which kept it adherent and was surrounded by loops 
of small intestine. The appendix was of normal 
length. The enclosed part of the appendix seemed 
to have lost its serous coat. In the internal part 
of the incarcerated portion there was a space, partly 
fissural and partly cystic, which was filled with pus. 

In Lussana’s opinion, the clinical picture sug- 
gested that the inflammatory process would have re- 
mained circumscribed and would have evolved to 
spontaneous resolution if it had not been operated 
upon. Another possibility was that the encircling 
omentum might have strangled the appendix. 

W. A. BREN‘AN. 
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Helmholz, H. H.: The Diagnosis of Acute Appendi- 
citis in Children. Minnesota Med.. 1924, vii, 187. 


The high mortality of acute appendicitis in child- 
hood is due to the insidiousness of the onset of the 
condition and the rapidity with which the appendix 
ruptures. Appendicitis is rare in infancy, and the 
diagnosis is seldom made until the peritoneum has 
become involved. 

The history is of importance in eliminating the 
abdominal prodromes of infectious diseases. The 
history of previous attacks is also important. The 
symptoms almost always present are vomiting and 
pain. Pain which persists after vomiting is of great 
significance. At first it may be epigastric, but later 
it localizes in the right lower quadrant. In only one 
case in the series reviewed were vomiting and pain 
both absent. Local tenderness increasing with pres- 
sure is the most important sign. In the differentia- 
tion from pneumonia, local tenderness noted on 
rectal examination is of value. The temperature 
generally ranges from 98.6 to 102 degrees F. The 
leucocyte count ranges from 15,000 to 20,000. A 
low leucocyte count with 85 per cent of polymor- 
phonuclear cells is very suggestive of appendicitis, 

In the differentiation of appendicitis from pneu- 
monia, the points to be emphasized are the his- 
tory, abdominal pain, vomiting, diarrhoea, respira- 
tory symptoms, abdominal tenderness, the findings 
of rectal examination and of roentgen-ray exam- 
ination of the chest, the leucocyte count, and the 
temperature. 


Davison, C., Davison, M., and Royer, D. J.: 
Adhesions About the Ascending Colon Simu- 
lating Chronic Appendicitis. Surg., Gynec. & 
Obst., 1924, Xxxviii, 171. 

In certain cases of a vague abdominal condition 
simulating chronic appendicitis, peptic ulcer, colitis, 
chronic constipation, or gall-tract disease, X-ray ob- 
servation with the barium meal has revealed defi- 
nite, pathognomonic disfiguration of the shadow con- 
tour of the ascending and transverse colon which 
produced partial or complete obstruction of the 
large bowel at the point of greatest involvement. 
Usually there was a ptosis of the transverse colon 
with adhesion to the ascending colon and constric- 
tion at the hepatic flexure. 

The etiology is obscure. As the condition is not 
evident at birth, it is not congenital. It is most 
common after middle life. Sex is not important. 
In all cases there is chronic constipation, and this 
intestinal stasis causes lowered resistance of the 
bowel wall to bacterial migration and consequent 
low-grade peritoneal inflammation. Chronic ap- 
pendicitis is not always present, and gall-tract dis- 
ease and duodenal and pyloric ulcer are rarely 
found. The most common type of adhesion is a fan- 
shaped band spreading over the ascending colon up 
and onto the transverse colon. By its contraction the 
latter is rotated anteriorly and brought into apposi- 
tion with the ascending colon, this producing angu- 
lation and partial obstruction at the hepatic flexure. 


The other type seems to involve only the ascending 
colon. The bands are dull, glistening, white fibrous 
tissue too thick to be called membrane. They are 
very vascular and, unlike Jackson’s membrane, can- 
not be separated from the serous coat of the bowel. 
The symptoms include vague abdominal pain usual- 
ly in the right side of the abdomen and often radiat- 
ing to the back, distress after eating, anorexia, gas- 
eous eructations, chronic constipation, nausea, and oc- 
casionally vomiting. In cases with intestinal obstruc- 
tion, acute abdominal crises occur. Abdominal ten- 
derness and rigidity are usually noted above the 
appendix and below the gall-bladder areas. The 
white blood count averages 10,000. 

The barium meal is preferred to the clysma be- 
cause the latter fails to reveal disease above the 
ileocecal valve. 

In the surgical treatment the bands are dissected 
and freed, but because of contraction, are rarely 
resected. The denuded areas must be peritonized. 

The postoperative care includes keeping the pa- 
tient on his left side to allow the transverse colon to 
drop away from its former position beside the as- 
cending colon. Magnesium sulphate is given to 
keep the bowel active. The resulting slight bowel 
distention prevents the formation of new adhesions. 

Pure J. Murpuy, M.D. 


Gray, Sir H. M. W.: The Effects of Stagnation in 
the Ascending Colon. Canadian M. Ass. J., 
1924, XIV, 93- 

The old anatomists taught that the normal cecum 
and ascending colon are adherent to the posterior 
abdominal wall and not mobile. Mobility of these 
parts of the intestine is due to a fault in their de- 
scent in fetal life. The author states that mobility 
of the cecum and ascending colon is often the 
primary cause of conditions for which the abdomen 
is opened and an appendicectomy is performed with- 
out the relief of symptoms. 

Chronic stasis affects all of the tissues of the body, 
the functions of the organs, the internal and external 
secretions, and local and general metabolism. When 
the cecum descends, its attachments are drawn out 
into more or less well-formed bands. A drag on 
these bands may cause local or referred pain, the 
severity and persistence of which depends upon the 
severity and persistence of the drag. This condition 
may lead also to stagnation in the gall bladder, 
causing symptoms that in some cases are indis- 
tinguishable from those of gall-bladder disease, and 
may be a prominent factor in the causation of gall 
stones. A downward drag on the band that crosses 
the duodenum is apt to cause partial obstruction 
producing gastric symptoms or even gastric ulcer. 
The right colic vessels may be so pulled upon by a 
loaded and dropped cacum that the superior mes- 
enteric vessels and the neighboring sympathetic 
plexus are affected. As a result, there may be pro- 
found reflex phenomena. Frequently there are com- 
plaints of marked, though vague, abdominal dis- 
comfort. Again, because of the pull communicated 
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to the superior mesenteric vessels as they cross the 
third part of the duodenum, there may be constric- 
tion of that part of the bowel and what Wilkie of 
Edinburgh described as chronic duodenal ileus. 
The treatment of the condition is surgical. The 
best results are obtained by the Wilms operation of 
cecocoloplicopexy through an ample abdominal in- 
cision. Satisfactory fixation of the colon is impos- 
sible through a smallincision. Joun L. Dies, M.D. 


Gordon-Watson, Sir C.: Some Experiences in Rec- 
tal Surgery. Brit. M.J., 1924, i, 550. 


As the rectum is relatively insensitive, pain due 
to intrinsic rectal pathology is infrequent. Anal 
pain, however, may be referred to the rectum, and 
some cases of rectal pain are due to prostatitis or 
vesiculitis. On the other hand, bladder disturbances, 
irritability or retention, may be due to rectal disease, 
and occasionally sciatica may be caused by rectal 
ulcers which are of themselves painless. Cancer of 
the rectum is painless in the early stages, and re- 
mains so until it causes obstruction or, by fixation, 
irritates somatic nerves. When pain begins, the 
condition has usually advanced beyond the possibil- 
ity of cure. 

Many errors in diagnosis are due to failure to make 
routine rectal examinations. Other mistakes are 
made when examination is done. Fecal impaction, 
inflammatory strictures, and hematomata may be 
mistaken for malignancy, while polyps and even 
cancers have been overlooked in cases operated on 
for hemorrhoids. 

Hypertrophy of rectal papilla, Morgagni’s papil- 
la, is responsible for many cases of pruritis ani and 
for obscure cases of rectal pain. These symptoms 
are often relieved instantly by simple cauterization 
of the enlarged papillz. 

Anal fistula is one of the most neglected diseases. 
There is no condition which requires more skill and 
experience for successful treatment. All granulation 
tissue must be removed, tough fibrous tissue dis- 
sected out, and overhanging skin cut away. Not 
more than 3 per cent of these cases are due to foreign 
bodies. Ischiorectal abscesses may become very 
large without producing pain, and may be bilateral. 
Some are due to pelvic or appendiceal abscesses. 
Tuberculosis is responsible for only 5 per cent of 
anal fistula; in phthisical patients fistula is an un- 
common complication. Tuberculous cases tend to 
to be intractable but selected cases may be greatly 
benefited or even cured by operation. Some cases 
are due to malignancy, and in rare instances a 
chronic fistula may become the site of carcinoma. 

In cases of cancer of the rectum, colostomy is of 
great benefit and by proper management can be 
borne without discomfort, inconvenience, or impair- 
ment of activity. Inoperable cases may be aided 
further by radium or X-ray treatment and injec- 
tions of copper and selenium. 

Carcinoma has developed as early as the seven- 
teenth vear of age. Below the thirtieth year it is 
always extremely malignant. Benign tumors may 


occur, but before such a diagnosis is made malig- 
nancy should be ruled out by microscopic examina- 
tion. Multiple adenomata cause serious symptoms 
from hemorrhage or malignant degeneration and 
sometimes give rise to multiple carcinomata. Sar- 
coma of the rectum is rare. 

The operation of choice differs for different cases. 
Perineal excision is preferred for the majority, and 
the combined abdominoperineal method reserved 
for growths at the rectosigmoid juncture. Early 
diagnosis is essential for successful treatment. 

Diverticulitis, in acute cases, simulates appendi- 
ceal inflammation, but when chronic, resembles 
malignancy. In the diagnosis, X-ray examination 
with a barium enema is frequently of great help. 
The treatment consists in colostomy, short-circuiting 
of the colon or, in extensive cases, suture of the 
omentum around the colon. In some cases a spon- 
taneous cure may occur. L. M. Zimmerman, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Fairley, K. D.: Hydatid Disease of the Liver. ed. 
J. Australia, 1924, i, 177. 

From a study of the case records of 167 adults 
with hydatid disease of the liver the author draws 
the following conclusions: 

Primary or secondary multiple infestations occur 
in at least 50 per cent of cases. 

Contrary to the usual teaching, pain is the most 
frequent initial symptom in adults, and most pa- 
tients seek advice on account of pain. 

In every case of persistent pain of the pleuritic 
type, hydatid infestation of the lung and liver should 
be considered. 

Digestive disturbances are the only other common 
symptoms of uncomplicated hydatid cysts of the liver. 

Tumor and hepatomegaly are the most frequent 
physical findings in this disease. 

Signs at the base ot the lung may be due to a sub- 
diaphragmatic lesion, hydatid disease of the liver, 
amoebic abscess, etc. 

Cholelithiasis and cholecystitis, pulmonary con- 
ditions, and malignant gastric disease are the most 
common faulty diagnoses in cases of hydatid disease 
of the liver. 

When, at operation for suspected cholelithiasis 
or cholecystitis, little is found in the biliary passages 
to account for the symptoms, the possible presence 
of hydatid disease of the liver should be borne in 
mind and the liver thoroughly explored. 

Complete removal of the cyst is the ideal treat- 
ment but is generally impossible. The best method 
usually is formalinization and closure of the cyst. 
This should be done in all cases unless it is definitely 
contra-indicated. 

The immediate prognosis in cases of uncomplicated 
hydatid disease of the liver is good, but in cases of 
complicated cysts it is doubtful. The ultimate prog- 
nosis should be guarded in all cases. 

Cyrit J. Graspet, M_D. 
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Morley, J.: A Postgraduate Lecture on Acute Ob- 
structive Cholecystitis. Brit. M.J., 1924, i, 455. 
Acute obstructive cholecystitis results from the 
impaction of a stone in the neck of the gall bladder 
or cystic duct and presents a clinical picture differ- 
ent from that of other manifestations of gall stones. 
Its pathogenesis bears a striking similarity to the 
pathogenesis of acute (obstructive) appendicitis, but 
there is less tendency to gangrene and perforation 
because of the smaller number of bacteria, the better 
blood supply, and the toughness of the gal!-bladder 
wall. 

Obstructive cholecystitis occurred in thirty-eight 
of 100 consecutive cases operated upon for gall 
stones. In four of these, perforations had taken 
place. There were four deaths. 

An attack of obstructive cholecystitis begins as 
an ordinary biliary colic, but instead of passing off 
in from two to eight hours, it persists and the pain 
becomes sharp and stabbing, localized to the right 
hypochondrium, and increased by deep breathing 
and coughing. Muscular rigidity develops and ten- 
derness on palpation becomes exquisite. Shoulder 
tip pain is relatively uncommon. Vomiting almost 
always occurs and may be repeated. The bowels 
are usually constipated. The temperature is ele- 
vated in proportion to the severity of the inflamma- 
tion, and the pulse is accelerated. Jaundice is 
usually absent. The distended gall bladder may 
be palpated. 

In the diagnosis this condition must be differ- 
entiated from acute appendicitis, acute hemorrhagic 
pancreatitis, and acute infections of the right kidney. 
An acute attack is very apt to subside, but marked, 
rapid distention of the gall bladder with a tem- 
perature over ror degrees F. indicates danger of 
gangrene and perforation. The latter rarely occurs 
before the fourth or fifth day. 

The time for operation depends on the severity 
of the symptoms and the general condition. Chole- 
cystectomy is the operation of choice, but great care 
Is necessary to avoid damage to the hepatic or com- 
mon duct or the cystic artery. If dense adhesions 
are present about the gall-bladder neck, simple 
drainage may be the best procedure. In rare cases a 
large stone may ulcerate through into the duodenum 
and cause acute intestinal obstruction. 

L. M. ZrumerMAN, M.D. 


Carman, R. D., MacCarty, W. C., and Camp, J. D.: 
Roentgenological Diagnosis of Cholecystic 
Disease. Radiology, 1924, ii, 80. 

In an effort to determine the significance of the 
direct roentgenological signs of disease of the gall 
bladder by comparison with the surgical and patho- 
logical findings, the authors studied 2,500 cases 
which were referred during a period of one year to 
the Section on Roentgenology of the Mayo Clinic for 
examination of the biliary tract. 

Because of the high incidence of disease of the 
gall bladder, negative roentgenological findings in 
the stomach, duodenum, and urinary tract in cases 


of discomfort in the upper part of the abdomen are 
very suggestive of disease of the gall bladder. This 
circumstance, no doubt, tempts the roentgenologist 
to make a diagnosis of disease of the gall bladder 
even when his evidence may be otherwise highly in- 
conclusive. As diagnoses based on such possibilities 
are unscientific, only roentgenological evidence which 
can be substantiated by pathological changes should 
be considered. 

In the opinion of the authors, the shadow of the 
gall bladder is not produced merely by thickening of 
the wall of the organ. In certain instances in which 
there was a shadow believed to be that of the gall 
bladder, operation disclosed that the gall bladder 
was thin-walled and contained thin bile. In other 
instances no shadow was visible though the gall 
bladder was thickened and contained thick bile. 
These facts indicate that thickening of the wall is not 
the only factor responsible for the resulting shadow 
and suggest that the bile must play a considerable 
part in its production. As experiments have demon- 
strated that it is impossible to distinguish between 
the X-ray densities of normal and abnormal bile, 
the authors believe that there is no apparent reason 
why the normal gall bladder should not cast a 
shadow as often as the diseased organ. Other factors 
influencing the production of the shadow are the 
relative size of the gall bladder and the amount of its 
fluid contents. 

Of the surgical cases with a positive roentgeno- 
logical report, the roentgenologist made a correct 
diagnosis of disease of the gall bladder in 97 per cent. 
Of those in which the gall bladder was reported as 
negative by the roentgenologist it was considered 
normal by the surgeon and was removed in only 17.4 
per cent. Of the gall bladders considered roentgenolo- 
gically as abnormal, 82.6 per cent were removed and 
the operative diagnosis was confirmed by the pathol- 
ogist. Of all the surgical cases in which a lesion of the 
gall bladder was found at operation, the roentgeno- 
logic diagnosis was correct in 45.1 per cent. Of the 
cases in which stones were found at operation, a 
roentgenological diagnosis of gall stones had been 
possible in 38.4 per cent. 

A pathological study of 343 gall bladders was made 
with regard to the severity of the disease, the length 
and diameter of the organ, the thickness of the wall, 
and the presence of stones and of the pathological 
entity known as “strawberry gall bladder,” the 
results being compared with the roentgenological 
report. An analysis of the series showed that the 
roentgenologist had made a positive report of disease 
in 52.9 per cent and a negative diagnosis in 44.6 per 
cent, when there was evidence of mild or extreme 
grades of disease of the gall bladder. 

Fewer than half the cases of diseased gall bladders 
were revealed by the roentgen ray. From the find- 
ings in the series studied the authors draw the 
conclusion that an affirmative roentgenological 
diagnosis is highly reliable although it can be made 
only in a minority of the cases, and that a nega- 
tive report is worthless. 
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Drury, D. R., McMaster, P. D., and Rous, P.: Ob- 
servations on Some Causes of Gall-Stone Form- 
ation. III. The Relation of the Reaction of 
the Bile to Experimental Cholelithiasis. J. 
Exper. Med., 1924, Xxxix, 403. 

There is a definite tendency for calcium carbonate 
to come out of solution in the normal liver bile of 
the dog and to be deposited on certain nuclei not 
infrequent in the secretion under pathological cir- 
cumstances. Gall stones formed in this manner were 
frequently found in the intubated animals studied 
by the authors. 

The solubility of calcium carbonate is known to 
be markedly affected by the reaction of the fluid 
in which it is contained. The normal liver bile out 
of which it tends to precipitate is alkaline, with an 
average pH of 8.20, but in the gall bladder, where 
conditions might otherwise seem especially favorable 
to precipitation, the secretion undergoes a change 
toward the acid side, becoming on long sojourn there 
strongly acid to litmus (pH 5.18 to 6.00). From bile 
thus altered, no carbonate precipitation takes place, 
even when it becomes greatly concentrated as in fast- 
ing animals or after obstruction of the common duct. 

Reasons for the absence of carbonate stones from 
the normal ducts under ordinary conditions are the 
motility of the ducts, the flushing they undergo from 
an intermittently quickened bile stream, and the 
cleansing and possibly antagonistic action of the 
secretion elaborated by the duct mucosa. In the 
fasting animal, the rate of bile flow is greatly cut 
down, while the calcium concentration of the secre- 
tion undergoes a considerable increase. 

There is also a change in the bile reaction, a 
diminution in alkalinity so great that the pH often 
approximates that of the neutral point for litmus. 

These adjustments within the organism strongly 
suggest that the bile reaction plays an important 
part in determining the occurrence of carbonate 
stones and that their absence from the normal gall 
bladder is due to the changes in the bile reaction 
occurring there. The changes come about through 
the functional activity of the bladder. 

In man, carbonate spheroliths often serve as 
centers for the formation of secondary stones of 
carbonate and cholesterol. Cholesterol precipitation 
from human gall-bladder bile can be induced or pre- 
vented by slightly altering the reaction of the fluid 
toward the alkaline and acid sides respectively. 

SAMUEL Kaun, M.D. 


Désplas and Ebrard: Hemorrhagic Pancreatitis 
Due to Stone and Without Fat Necrosis; Emer- 
gency Operation; Recovery; Secondary Chole- 
cystectomy (Pancréatite hémorragique d’origine 
lithiasique sans cytostéatonécrose; intervention 
d’urgence; guérison; cholécystectomie sécondaire). 
Bull. et mém. Soc. nat. de chir. de Par., 1924, 1, 127. 


The pre-operative diagnosis in this case was 
hemorrhagic pancreatitis occurring in the course of 
cholelithiasis, but at first the symptoms suggested 
perforated ulcer. The diagnosis was verified at op- 


eration. On palpation the gall bladder was found 
full of calculi. There was no fat necrosis. Operation 
consisted in opening and draining the oedematous 
and hemorrhagic areas in the pancreas. The gall 
bladder was removed at a second operation. The 
patient recovered. 

In 110 cases of hemorrhagic pancreatitis reported 
in the literature since 1908 the authors found ninety- 
three with fat necrosis and sixteen without it. Only 
twenty-three of the former and eleven of the latter 
were operated upon during the first twenty-four 
hours. In the ninety-three cases with fat necrosis 
there were fifty-four deaths, and in the sixteen cases 
without it there were eleven deaths. Absence of fat 
necrosis denotes greater gravity of the case. 

The authors regard hemorrhagic pancreatitis as 
a complication of biliary lithiasis. In grave cases 
it is necessary quickly to open the pancreatic cap- 
sule and drain. The condition of the biliary organs 
should be verified, but the treatment of lesions in the 
biliary tract need not be immediate. 

Hemorrhagic pancreatitis occurs less often with- 
out fat necrosis than with it. The mortality of the 
former type is 75 per cent and that of the latter 61 
per cent. W. A. BRENNAN. 


MISCELLANEOUS 


Finsterer, H.: Methods of Inducing Local Anaes- 
thesia in Abdominal Surgery and Their Results 
(Die Methoden der Lokalanaesthesie in der Bauch- 
chirurgie und ihre Erfolge). Berlin: Urban & 
Schwarzenberg, 1923. 


This work is more comprehensive than is indicated 
by its title. The various gastric operations are com- 
pared and conditions such as peritonitis, ileus, and 
vicious circle are discussed. 

A chapter is devoted to the effect of local anas- 
thesia upon the prognosis in cases of abdominal 
operation. Local anesthesia is indicated when gen- 
eral anesthesia is contra-indicated; for example, to 
prevent a further fall in the blood pressure in emer- 
gency operations for ileus and peritonitis. Anzsthet- 
ization of the abdominal wall and the administra- 
tion of very light whiffs of a general anesthetic ap- 
pear to make deep narcosis unnecessary. This pro- 
cedure is not followed by operative shock. The 
author regards deaths from so called operative shock 
as late deaths due to anesthesia. 

In 2,409 laparotomies including 693 resections of 
the stomach and 163 resections of the intestine, there 
were no deaths from operative shock. Acute dila- 
tation of the stomach is also a rare sequela of local 
anesthesia; the author has observed only three 
cases of any considerable severity. . 

The question of pulmonary complications is dis- 
cussed in detail. The belief that local anwsthesia 
has no effect upon the danger of lung complications 
was based upon a comparison of unlike figures and 
is therefore incorrect. In 460 resections for gastric 
or duodenal ulcer in the author’s series there were 
no deaths from pneumonia. 
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For local anesthesia the author uses Braun’s 
novocaine-adrenalin, usually in % per cent solution. 
Experiments are now being made to determine 
whether the duration of the anesthesia may be in- 
creased by the addition of 4 per cent quinine sul- 
phate. This would be of value particularly for 
suture of the abdominal wall as it would permit the 
patient to make better efforts to clear the air pas- 
sages. 

In discussing the sensibility of the abdomen, the 
author calls attention to the sharp demarcation 
which is sometimes noted. Following a description 
of abdominal wall anesthesia he discusses the con- 
duction anesthesia of the mesentery which he first 
reported in 1912 and which can be easily induced in 
organs with a movable mesentery by injecting from 
20 to 40 c. cm. of a 4% per cent solution of the anes- 
thetic. Paravertebral anesthesia is very difficult 
and not without danger. It is to be considered only 
for unilateral resection of the large intestines, 
ileocecal resection, and occasionally for operations 
upon the cecum. An instructive illustration shows 
how the puncture may be made in the spinal cord 
or the lumbar sac. 

Finsterer discusses also in detail the splanchnic 
anesthesia of Kappis. which was induced in seventy- 
two cases, and that of Braun, which was employed 
in 328 cases. He prefers the latter as it has never 
caused him any anxiety. However, he used only 
from 50 to 70 c. cm. of a % per cent solution of the 


anesthetic. Braun’s parasacral anesthesia was 
found satisfactory for high carcinoma of the rectum. 
It was induced with bilateral injections of from 10 | 
to 15 c. cm. of a % per cent solution of the anesthetic 
on the anterior surface of the fourth lumbar vertebra. 
The needle was inserted at the transverse process of 
the fifth lumbar vertebra and to a depth of from 1 
to 2 c. cm. Lumbar and sacral anesthesia, which 
are described briefly, the author uses seldom since 
they are associated with great danger. The danger 
of sacral anesthesia is even greater than that of 
general anesthesia. 

In other chapters of the work the author describes 
the special technique for inducing local anesthesia 
for slight, moderately severe, and major operations. 
The chapter on anesthesia in cases of gastric ulcer 
contains a description of the entire clinical picture 
of this disease in relation to the operative treatment. 
The chapter on operations upon the liver and biliary 
passages deals with cholecystectomy, choledocho- 
tomy, operations for carcinoma of the gall bladder, 
cholecysto-entero-anastomosis, and operations for in- 
juries and cirrhosis of the liver. The text is supple- 
mented by tables and case histories. Operations 
upon the female genital organs and the kidneys 
which are performed under paravertebral anesthe- 
sia are discussed briefly. No mention is made of 
operations upon the bladder or prostate. There are 
forty-two illustrations, twelve showing methods for 
local anesthesia. KULENKAMP?F (Z) 
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GYNECOLOGY 


UTERUS 


Moench, L. M.: The Relationship of Chronic 
Endocervicitis to Focal Infection, with Special 
Reference to Chronic Arthritis. J. Lab. & Clin. 
Med., 1924, ix, 289. 

The author discusses the possibility of a definite 
relationship between chronic infection of the uterine 
cervix and morbidity in general, and reaches the 
following conclusions: 

1. The anatomical and pathological facts re- 
viewed point to the structural predisposition of the 
uterine cervix to act as chronic foci. 

2. Bacteriological and animal experiments indi- 
cate the special réle played by the streptococcus 
with regard to pathogenicity, and the relative un- 
importance of the more saprophytic flora. 

3. Evidence is presented to show the affinity of 
cervical streptococci for joint tissues. 

4. A marked percentage increase in joint localiza- 
tion in a series of selected cases of arthritis was in 
agreement with Rosenow’s elective localization 
theory of focal infection. 

5. Clinical and experimental evidence offers 
further support of such a relationship. 

6. The antigenic properties of the cervical strepto- 
cocci suggest low virulence but high specificity of 
these strains. 

7. Evidence is offered to suggest a parallelism 
between the virulence of the cervical streptococci 
and their biological conditions of growth. 

8. Experiments in vitro suggest bactericidal as 
well as bacteriostatic effects of anilin dyes on 
cervical organisms. A modification of Kennedy’s 
interstitial injection method is based on the se- 
lective bacteriostatic principle for the elimination 
of the cervical focus. 


Wintz, H.: The Results of Roentgen-Ray Therapy 
of Cancer at the Erlangen Gynecological 
Clinic (Die Erfahrungen mit der Roentgentherapie 
der Krebses an der Erlanger Frauenklinik). Strah- 
lentherapie, 1923, XV, 770. 


In roentgen-ray and radium treatment we are 
dealing fundamentally with the same remedy; the 
chief difference is in the technique of application. 

Radium must be applied in close proximity to the 
area to be irradiated, as only limited quantities of 
it are available and with one application it is pos- 
sible to reach a depth of only 3 cm. On this account 
the author has been employing the roentgen ray 
almost exclusively for several years, though there 
are certain cases in which its combination with 
radium is of value. 

The method of Wintz is based upon the principle 
of exposing the entire carcinomatous area to from 
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100 to 110 per cent of the skin erythema dose. This 
dose is not to be regarded as the minimal dose 
nor as the curative dose, but only as a destructive 
dose. If destruction is not accomplished, the fault 
lies in the difficulty of calculating the dosage and the 
inadequacy of the method of measurement. Since 
the dose may be altered by numerous factors, it is 
not justifiable, without further investigation, to 
place the blame for an unfavorable result on the bio- 
logical reaction of the carcinoma. 

From his statistics the author finds that in about 


20 per cent of the cases of operable portio and cer-. 


vical carcinoma the result is entirely negative be- 
cause of inability of the body to remove the de- 
stroyed carcinoma cells. As the resistance of the 
body is greatly influenced by external conditions, 
the outlook for a favorable result is twice as good 
in the cases of patients who are well cared for as in 
those of patients who are unable to obtain adequate 
rest and care. 

The author’s method of irradiating portio and 
cervical carcinoma consists in subjecting the pri- 
mary tumor to from 100 to 110 per cent of the skin 
erythema dose through five or six fields 6 by 8 cm. 
in size, and after an interval of seven weeks, irra- 
diating the adnexa through four or five fields on 
each side. Irradiation in a single sitting is not ad- 
visable. Since 1921, most of the irradiations have 
been preceded by the application of copper which 
causes more rapid recession of the tumor and quicker 
scar formation. 

The after-treatment must include the care of in- 
juries caused by the irradiation (unavoidable dam- 
age to the bladder and rectum, which usually heals 
readily) and strengthening of the body by the ad- 
ministration of iron and arsenic and other measures. 

According to the statistics collected by Winter, 
14 per cent of the patients subjected to irradiation 
were alive after six and one-half years, 18 per cent 
after five and one-half years, and 18 per cent after 
four and one-half years. The favorable effect of the 
gradual improvement in the technique is evident in 
the increase in the number of clinical cures. Of 
patients treated in 1916, 24 per cent were alive 
after two and one-half years, while of patients treated 
in 1919, 34 per cent were alive after the same length 
of time. Rump (G). 


Winter, F.: Postoperative Prophylactic Irradia- 
tions in Cases of Carcinoma of the Uterus 
(Beitrag zur Frage der postoperativen prophylak- 
tischen Bestrahlungen beim Uteruscarcinom). 
Muenchen. med. Wchnschr., 1923, \xx, 


Winter reports the results obtained by postopera- 
tive prophylactic irradiations in cases of carcinoma 
at the Second Gynecological Clinic in Munich. The 
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cases were treated in the period from January 1, 
1917, to September 30, 1920. 

Of the fifty-nine patients with cervical carcinoma, 
only three were operated upon by the Wertheim 
technique, all of the others being subjected to total 
vaginal extirpation. Thirty-six were irradiated post- 
operatively and twenty-three were not irradiated. 
At the time of this report, 61 per cent of those ir- 
radiated and only 39 per cent of those not irradiated 
were still alive. In four-fifths of the cases only 
from two to four years have elapsed since the 
treatment. 

Most of the twenty-three cases of carcinoma of 
the body of the uterus showed no recurrences even 
when irradiation was not given (eight of ten cases). 
Of the patients not irradiated, two died, but the 
death of one was due to a condition other than 
carcinoma. 

In the cases of carcinoma of the ovary consider- 
able improvement in the results was obtained by 
postoperative irradiation. Of the four patients ir- 
radiated, three are known to have remained cured 
and one cannot be traced. In the two cases in which 
irradiation was not given, recurrences developed. 

The poor results in the treatment of carcinoma 
of the vulva were not improved by postoperative 
irradiation. 

The author believes that the best prophylactic 
treatment after operation is a single irradiation of 
the entire area threatened. Martius (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Matthews, H. B.: The Effects of Radium Rays upon 
the Ovary. Surg., Gynec. & Obst., 1924, xxxviii, 
383. 

From a detailed study of the effect of radium rays 
upon the ovary the author draws the following con- 
clusions: 

1. In certain lower vertebrates, notably the rab- 
bit, the ovarian tissue can withstand without loss 
ot fecundity larger doses of radium rays than the 
ovaries of the human female. This may be accounted 
for by the so-called selective action of the rays 
or by the fact that in the animal the ovary lies 
nearer the source of the rays than it does in the 
human female when radium is applied through the 
cervical canal. 

2. The main histopathological changes in human 
ovaries brought about by exposure to radium rays 
in sufficient dosage to produce amenorrhcea for vary- 
ing periods of time, e.g., from 800 to 1,200 mgm.-hrs. 
or longer, include round-cell infiltration, engorge- 
ment of the blood vessels, extensive fibrosis in and 
about the blood vessels and throughout the entire 
organ, and more or less disintegration of the follicular 
apparatus. These changes are increased in extent 
proportionately with an increase in the dose ad- 
ministered, there being finally complete destruction 
of all the follicles (ripe and unripe) and extreme 
fibrosis throughout the entire organ which in many 


of the blood vessels amounts to an obliterative 
endarteritis. 

3. From the data at hand it seems reasonable to 
conclude that after the usual dose of radium used to 
control non-malignant uterine bleeding, pregnancy 
may occur and delivery may be accomplished norm- 
ally. If more than from 600 to 800 mgm.-hrs. is used, 
fertility will probably be destroyed. 

4. The tendency to abortion is slightly increased 
following the use of radium. 

5. The offspring of radiated women show no un- 
toward effects and usually develop normally. 

6. Age is a very important factor as regards the 
effects of radium rays. The ovaries of active healthy 
young animals can withstand relatively much larger 
non-sterilizing doses of radium rays than the ovaries 
of older less active animals. 

Harry W. Fink, M.D. 


Lack, V. J.: A Case of Cyst Development in an 
Ovarian Graft. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Obst. & Gynec., 33. 


Cystic changes in ovarian grafts appear to be rare. 
While several surgeons have mentioned the risk of 
cystic degeneration as a possible objection to ovarian 
grafts, Lack has been able to find only two cases 
reported in the literature, one recorded by Graves of 
Boston, in which three subsequent operations were 
necessary for the removal of cysts, and one recorded 
by Blair Bell. 

A case seen at the London Hospital was that of an 
unmarried girl of 20 years who was admitted to the 
medical wards on October 14, 1922, suffering from 
ascites. A tentative diagnosis of tuberculous peri- 
tonitis was made. After paracentesis, an abdominal 
tumor was discovered. 

At operation, a large amount of free fluid was 
evacuated and an ovarian tumor about the size of an 
adult head was revealed on the right side. No 
secondary nodules were seen on the peritoneum or in 
the omentum. A portion of apparently healthy 
ovarian tissue, about the size of a bean, was discov- 
ered in a cyst on the left side. In the closure of the 
abdominal wound the greater part of this tissue was 
fixed by one stitch to the fascia behind the right 
rectus muscle and a much smaller piece was dropped 
into the wound behind the left rectus muscle. The 
wound healed by first intention and convalescence 
was uneventful. 

On May 17, 1923, the patient stated that she had 
remained well but had not menstruated since the 
operation. In July there was slight bleeding for two 
days, and twenty-eight days later a normal men- 
strual period lasting four or five days. Fourteen days 
later bleeding began again and continued for seven 
days. The amount of blood lost was slightly ex- 
cessive. Subsequently there were two further periods 
of bleeding. On October 21 the patient was re- 
admitted to the hospital complaining of menorrhagia 
for five weeks and slight abdominal discomfort. 

Examination reVvealed a small, rather firm cystic 
swelling in the abdominal wall, about 4 cm. long by 
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2.5 cm. wide. This was situated 3 cm. from the 
operation scar in the midline and about equidistant 
from the symphysis pubis and the umbilicus. It 
was fixed to the muscle and not tender. 

A small incision made over the swelling showed 
that it consisted of two small cysts, one about twice 
the size of the other. The larger was filled with a 
brownish, clear serous fluid, and the smaller with 
a pale yellow, clear fluid. The mass was excised. 
The wound healed by first intention. 

The graft contained two ova in primitive follicles 
and two follicular cysts. In one of the follicular 
cysts there were changes suggesting a modified 
lutein reaction. Epwarp L. Cornett, M.D. 


Estes, W. L.: Ovarian Implantation; the Preser- 
vation of Ovarian Function After Operation 
for Diseases of the Pelvic Viscera. Surg., Gynec. 
& Obst., 1924, xxxviii, 394. 


In an attempt to find a method whereby bilateral 
salpingectomy might be done without preventing 
subsequent pregnancy, the following operation was 
evolved by the author’s father and used by him in 
100 cases. 

The patient is placed in the Trendelenburg posi- 
tion and the upper abdomen packed off. Pelvic 
adhesions and the tubes and ovaries are carefully 
and gently freed. The ovaries are carefully inspected 
and the one most normal in appearance is chosen for 


implantation. The tube and ovary of the side op- 
posite the implantation are removed first. The 
broad ligament and the uterine artery where it 
emerges at the horn of the uterus are tied off. The 
tube of the implanted side is then removed together 
with enough of the horn of the uterus at the tubal 
attachment to leave a raw area the size of the cut 
surface of the ovary. A longitudinal slice is taken 
through the full diameter of the ovary, about one- 
quarter of it being removed from the surface oppo- 
site its ligament and mesentery, and the cut surface 
of the ovary is turned over onto the denuded area 
of the uterine horn and sutured in place with a 
continuous catgut suture. The round ligament is 
then plicated over this to peritonize it. On the 
opposite side the stump of the broad ligament is 
sutured to the horn of the uterus and covered with 
the round ligament. 

Contra-indications to this type of operation are 
an oedematous uterus, pyosalpinx or pelvic abscess, 
and the cases of women with a low mentality contra- 
indicating pregnancy. 

f twenty-seven women traced after this opera- 
tion, four (15 per cent) became pregnant, nineteen 
(70 per cent) had regular menstruation, and four 
had irregular bleeding. Three of the twenty-seven 
were operated upon a second time for cystic en- 
largement of the implanted ovary. 

Harry W. Finx, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


V. C.: The or Hemolytic 


ia of Pregnancy. J. Am. M. Ass., 1924, 


The hemolytic or pernicious anemia of pregnancy 
is a special form of severe anemia which resembles 
pernicious anemia but when once overcome does 
not tend to recur. The condition should be more 
widely known, especially among obstetricians, in 
order that an early diagnosis may be made and 
preventive treatment carried out. 

The anemia comes on insidiously and may be- 
come apparent only during the later months of preg- 
nancy or during the puerperium. It may be associ- 
ated with the symptoms usually seen in toxic cases 
of pregnancy. Labor is apt to come on prematurely 
and is characteristically short, relatively painless, 
and associated with minimal bleeding. In neglected 
cases, stillbirths are frequent, and after parturition 
there may be sudden collapse and death of the 
mother. 

The treatment includes blood transfusion and the 
intravenous administration of sodium cacodylate 
to tide the patient over the crisis. 

Harry W. Fink, M.D. 


Welton, T. S.: The Time for Operation in Ectopic 

Gestation. Am. J. Obst. & Gynec., 1924, vii, 158. 

The author comes to the following conclusions: 

1. Nothing is gained by operating while the 
patient is in shock. 

2. If the patient does not die at the time of her 
initial collapse, she will respond, to a certain degree, 
to treatment. 

3. All women in shock should be given a trial to 
demonstrate what they can do by way of recovery. 
This is well shown by systolic pressure readings. 

4. In all cases of ectopic pregnancy in which 
rupture has not occurred surgery is the rule. 

5. When the pressure continues to fall in spite of 
treatment, surgery is imperative. 

6. When the pressure reacts to 115 mm. at the 
maximum, operation is indicated. 

VE When the pressure is permitted to run to nor- 
mal limits, the sealing clot may be disturbed and re- 
newed hemorrhage and shock may occur. 

8. In the moribund type of case, with an initial 
pressure of 50 mm. or lower, the rise under treatment 
is never back to normal limits. 

9. A pressure that rises and then remains station- 
ary calls for surgery. The time we wait while the 
pressure remains stationary depends upon the type 
of case and the experience of the operator. 

to. A pressure that rises and then begins to fall 
calls for immediate surgery. 
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11. The action of the systolic pressure is a good 
index of the patient’s condition. 
12. Records, to date, are for the most part un- 
reliable as the clinical data recorded are inadequate. 
Epwarp L. Cornett, M.D. 


Katz, H.: Untreated Ectopic Pregnancies with 
Fatal Outcome (Beobachtung an unbehandelt 
gebliebenen ektopischen Schwangerschaften mit 
toedlichen Ausgang). Zentralbl. f. Gynack., 1923, 
xlvii, 1567. 

In the records of the Institute of Medical Juris- 
prudence in Vienna for the period from 1899 to 1922 
Katz found thirty-one cases of more or less sudden 
and unexplained death in which autopsy revealed 
a ectopic pregnancy with internal hemor- 
rhage. 

All of the cases were tubal pregnancies: twenty- 
two in the isthmic portion, five in the ampullar 
portion, and four in the interstitial portion. All of 
the twenty-two isthmic pregnancies terminated 
within the first or second month by rupture. Of the 
five ampullar pregnancies, three ended in rupture in 
the third or fourth months and two in tubal abor- 
tion. In the interstitial pregnancies the rupture 
occurred once in the fourth and once in the fifth 
month. 

In only five of the cases was pregnancy suspected. 
No medical aid was sought in sixteen cases, and in 
only three of the remainder was tubal rupture con- 
sidered. In sixteen cases, the symptoms were noted 
only from six to twenty-four hours. The amount of 
hemorrhage varied and showed no relationship to 
the duration of the illness. The greatest loss of 
blood recorded was 3,250 c.cm. in nine hours. In 
twenty-seven cases the decidua was still present. 

The author reports these statistics to show that 
every recognized case of ectopic pregnancy should 
be subjected to operation. Hevn (G). 


Mills, L.: The Significance of Ocular Changes Oc- 
curring in Association with Pre-Eclamptic 
Symptoms. Am. J. Obst. & Gynec., 1924, vii, 304. 


In more than 90 per cent of cases of pregnancy the 
eyes are involved as a result of the physiological 
enlargement of the pituitary gland which causes 
contraction of the visual fields by pressure upon the 
optic commissure and tracts. In the more marked 
cases more or less retinal venous stasis arises pro- 
bably from the same origin. 

In occasional cases a temporary but decided loss 
of central as well as of temporal vision, at times 
amounting to practical blindness, has also been 
noted. Heretofore this has been attributed to 
toxemia of pregnancy, but no gross renal, blood, 
or obstetrical pathology is found. Probably such 


cases represent an acute obstructive retinal stasis 
and oedema or the direct effect of relatively exces- 
sive pressure upon the optic nerve system, or a 
combination of these factors. 

The symptoms of headache, nausea, vomiting, 
and epigastric and colonic distress in these cases, 
hitherto assumed to be pre-eclamptic, often occur 
without renal or hepatic disturbance. It seems prob- 
able that they are due to the local intracranial 
pressure of the hypertrophied pituitary as well as 
to the greatly increased pituitary function. 

Ability to separate symptoms hitherto considered 
pre-eclamptic into those of pituitary gland origin 
and those arising from a genuine toxemia of preg- 
nancy, and an accurate knowledge of the relative 
importance of each will be obtained, in large measure, 
from systematic examinations of the visual fields and 
eye grounds of all pregnant women who suffer late in 
pregnancy from headache, nausea and vomiting, 
abdominal distress, and renal or hepatic disturbance. 
Epwarp L. Cornett, M.D. 


Thalhimer, W.: Insulin Treatment of the Tox- 
zmic Vomiting of Pregnancy. J. Am. M. Ass., 
1924, lxxxii, 696. 

To date, the author has had the opportunity to use 
insulin in only three cases of severe, toxeemic vomit- 
ing of pregnancy, but the results have been so strik- 
ing and paralleled so exactly those obtained in all 
cases of postoperative acidosis similarly treated, that 
they seem sufficiently important to report. 

In one case of marked ketosis and toxemic vomit- 
ing of pregnancy, liver involvement was indicated 
by the presence of large amounts of bile in the 
urine. This patient was a further test of the insulin 
treatment, as it was discovered later that she tried 
not to cease vomiting as she desired to have the uterus 
emptied. She left the hospital feeling well and recon- 
ciled to her pregnancy, and has remained well since. 

In Case 2, the course of the acidosis was followed 
with Van Slyke’s method of determining the alkali 
reserve. Before treatment, this was 38.5, corre- 
sponding to 2+ acetone and diacetic acid in the urine, 
i.e., a moderately severe acidosis. The morning after 
one treatment with insulin and glucose the alkali 
reserve was found to be 49. During the day after 
treatment, a small or moderate amount of acetone 
appeared in different specimens of the urine and the 
patient vomited once. This ketosis could have been 
overcome by more insulin, but as the patient was 
retaining most of the food taken it was deemed best 
not to give her another treatment as the utilization 
of food would overcome the condition. 

In Case 3, a second course of treatment was neces- 
sary twenty-four hours after the first. Ten units of 
U-1o iletin was used for the first treatment, as U-20 
iletin was not available. H-10 and U-1o iletin have 
not seemed as efficient as H-20 or U-20. When U-20 
was used in the second treatment, the acidosis, etc. 
cleared up promptly in the usual manner. 

For the time being, treatment with insulin should 
be reserved for the most severe type of toxemic 
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vomiting of pregnancy. Milder cases clear up when 
the patient is given rest in bed, sedatives, and glu- 
cose solution by rectum. 

In the ketosis of pernicious vomiting of pregnancy 
insulin seems to act in the same way as in post- 
operative non-diabetic acidosis. 

Epwarp L. Cornett, M.D. 


Baughman, G.: The Treatment of Eclampsia and 
Nephritis Complicating Pregnancy. South. M. 
J., 1924, xvii, 208. 

A large percentage of pre-eclamptic women can 
be saved from coma and convulsions by careful 
management. With the first signs of headache, 
malaise, cedema, blurring of vision, a rising blood 
pressure, and the presence of albumin or casts in 
the urine, Baughman treats the patient for tox- 
emia. The diet is restricted to milk and bread, 
and cream of tartar lemonade (1 dr. of cream of 
tartar to the pint) and digitalis are prescribed. If 
the condition does not promptly improve, the patient 
is put to bed, preferably in a hospital, analysis 
of the blood is made, and at the time the blood 
is withdrawn for analysis, 200 c. cm. of 20 per 
cent glucose solution are run into the vein. If con- 
siderable cedema is noted, the patient is sweated by 
hot packs or the electric pad. If there is still no 
improvement, labor is induced, delivery being 
guarded with a sufficient quantity of morphine to 
make the patient comfortable. 

Unless a pre-eclamptic woman has convulsions 
or becomes comatose her chance for life is about as 
good as that of the normal pregnant woman, but 
as soon as she has convulsions or becomes comatose 
it decreases to one in five. In cases of convulsions 
the author gives 1% gr. of morphine at the outset 
of the condition and continues this drug in decreas- 
ing doses until the respirations are ten. The stomach 
is washed and a swift purgative such as Epsom salts 
is left in it. Digitalis is given until the patient is 
digitalized. During the convulsion a mouth gag is 
placed between the teeth. The colon is irrigated 
every eight hours, first with soapsuds and then 
with a 20 per cent glucose solution. Venesection 
followed by the injection of glucose solution has 
been found of value. If the condition becomes 
grave, delivery by the quickest method and with the 
least shock is indicated. Harry W. Fink, M.D. 


Riehl, P.: An Anatomical and Clinical Study of 
the Marginated Placenta (Etude anatomo-clin- 
ique du placenta marginé). Gynéc. et obst., 1924, ix, 82. 


In avery long article, Riehl reports the findings of a 
detailed anatomical and clinical study of 116 cases 
of marginated placenta. The article is profuscly 
illustrated. The different theories regarding the ior- 
mation and types of marginated placenta are dis- 
cussed and analyzed. 

The following conclusions are drawn: 

1. There are many types of marginated placenta. 

2. The dominant factor is the fibrous ring con- 
stituted by: (1) fibrin, such as dense fibrin, canalized 
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and reticulated fibrin; (2) villosities, more or less 
necrosed; and (3) decidual cells in a more or less 
pronounced state of necrosis with hemorrhage. The 
last is not found in the first group of the classifi- 
cation here given. 

3. In the first group of marginated placente, the 
formation of the fibrous ring is the result of blood 
stagnation in the intervillous spaces at the placental 
periphery. 

4. In’ the second group the fibrous ring is 
formed by the end of the sixth or seventh month 
and causes unequal development of the two placental 
surfaces. As a result there is variance of the two 
placental surfaces with the formation of the extra- 
chorial margin. 

5. In the third group the placenta is partially 
inserted (rarely entirely), in one of the uterine 
cornua. Its tubal insertion is followed by pulling 
and then by separation of the superficial villosities 
at the side of the lobe which covers the tubal orifice. 
The entire process is accompanied by hemorrhage. 
All fibrinous deposits and all necroses of the de- 
tached superficial villosities end in the alteration, 
which constitutes the fibrous ring besides forming 
the extrachorial margin. 

6. A small number of marginated placente are 
due to the persistence of a small tag of reflected 
marginal decidua which is thick and resistant and 
prevents thé normal placing of the latter to the 
true decidua. 

7. Marginated placenta is most frequently found 
in primipare and secondipare. 

8. Marginated placenta may be the cause of 
hemorrhages during gestation. These hemorrhages, 
accompanied at times by cramps in the lower ab- 
domen, may lead to separation of the placenta. In 
the majority of instances the separation will be only 
partial, but in rare instances it may be total and 
followed by premature delivery. Accordingly there 
is a relation of cause and effect between marginated 
placenta and premature separation of a normally 
inserted placenta. 

9. Marginated placenta has no influence on the 
normal development of the fetus. 

SALVATORE DI Parma, M.D. 


Cleisz: Two Cases of Placenta Previa with Hemo- 
stasis After Total Detachment of the Placenta 
Occurring Spontaneously in One Case and Ef- 
fected Manually in the Other (Deux cas de 
placenta praevia avec hémostase par décollement 
total du placenta, dans un cas spontanément, dans 
l'autre manuellement). Bull. Soc. d’obst. et de gynéc. 
de Par., 1923, xii, 533. 


In the case in which hemostasis occurred spon- 
taneously a completely separated placenta was 
found in the vagina, and delivery of the fetus was 
efiected without further accident. 

The other case was that of a woman who was 
first seen after five days of bleeding and in a most 
critical state. A central placenta previa was found. 
Following separation of the placenta through the 
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slightly dilated cervix the hemorrhage ceased. A 
bag was then introduced and the fetus delivered. 
Convalescence was uneventful except for the re- 
action to an injection of antistreptococcus serum. 
ALBERT F. DEGroat, M.D. 


Gaenssle, H.: The Treatment of Placenta Praevia 
(Ueber Behandlung der Placenta praevia). Arch. f. 
Gynaek., 1923, Cxvili, 120. 

Gaenssle reports 186 cases of placenta previa 
from the Tuebingen clinic. Under the direction of 
Sellheim and Mayer, delivery was effected by the 
vaginal route in one-half, and by incision of the uterus 
in the others. Of the women treated vaginally, 
fifty-three were delivered by combined version; five 
died, two from hemorrhage and three from sepsis. 
There were forty-two stillbirths; twenty-four of the 
infants were viable. Dilatation of the cervix in 
fifteen cases resulted in the death of one mother 
from sepsis and of eight infants, five of whom were 
viable. Internal version was done eleven times; two 
mothers died from hemorrhage and two infants, one 
of whom was viable, were born dead. In eleven cases 
in which the amniotic sac was ruptured there were 
no maternal deaths but two infants were born dead; 
one of the infants was viable. In two cases of per- 
foration there were no maternal deaths. In one 
case of vaginal section the mother and child both 
survived. The death of one mother was unex- 
plained. One mother died from embolism, four 
from hemorrhage, and two from infection. 

Except in one case of hemorrhage from laceration, 
the defective hemostatic power of the lower segment 
of the uterus was responsible for the fatal hemor- 
rhage. In thirty cases the placenta came away 
spontaneously; in forty-four it was delivered by 
pressure. In ten cases of the first group and twenty- 
five of the second, tamponade was done. In nine- 
teen cases manual removal of the placenta was neces- 
sary. The fact that the great majority of the women 
were multipare may have accounted for the fre- 
quent necessity for tamponade. Fever occurred in 
only ten of the fifty-four cases treated by post- 
partum tamponade. 

Because of the technical difficulties of dilatation 
of the cervix and combined version, the practitioner 
should send all cases of placenta previa to the hos- 
pital if possible. 

Differing from Hitschmann, the Tuebingen clinic 
ascribes great importance to atony of the lower 
segment of the uterus. The reduced extensibility 
of this segment, which increases the danger of 
laceration, warrants following the example of Kroenig 
and Sellheim and performing cesarean section under 
certain conditions. When the placenta is adherent, 
the cervico-abdominal incision usually makes hemo- 
stasis possible, but in some cases a fatal hemor- 
rhage cannot be prevented. A disadvantage of 
cesarean section is that it is contra-indicated when 
infection is present. 

In thirty-eight cases in which Sellheim’s extra- 
peritoneal method was used there were three mater- 
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nal and two infant deaths. In fifty-three cases in 
which the intraperitoneal method was employed 
there were three maternal and three infant deaths. 

Gaenssle draws the following conclusions with 
regard to treatment: 

When there is positive infection, uterine section 
should not be considered, but when infection is not 
manifested in cases in which external examination 
or tamponade has been done it is indicated. This 
statement holds for all cases in which the child is 
viable, with the sole exception of those with slight 
hemorrhage, good pains and a child in the longi- 
tudinal position, when rupture of the sac may 
be done. In infected cases and those in which 
the child is not viable the vaginal route is to be 
considered unless the patient is a primipara with a 
closed cervical canal and severe hemorrhage. When 
the child is dead, the choice of treatment depends 
upon the severity of the hemorrhage. Sticket (G). 


Dietrich: The Findings from Collected Statistics 
on the Treatment of Febrile Abortion (Das 
Ergebnis der Sammelstatistik ueber die Behandlung 
des fieberhaften Abortes). Arch. f. Gynaek., 1923, 
24: 

The author reviews the collected statistics from 
twenty clinics on 10,000 abortions. In the cases 
of patients admitted to the hospital with a tempera- 
ture of 38 degrees C. the mortality was 4.5 per cent 
in those given active treatment, 1.4 per cent in those 
given expectant treatment followed by active treat- 
ment after fever had been absent for from three to 
eight days, and 5.4 per cent in those given entirely 
conservative treatment. 

In a group of clinics giving conservative and active 
treatment the mortality was 4.8 per cent, and in a 
group giving expectant and conservative treatment 
it was 3.1 per cent. 

Another interesting finding was the difference be- 
tween purely digital active treatment, digital treat- 
ment with the use of the curette, and curettage 
alone. When the curette was used alone the mor- 
tality was 3.4 per cent; when digital treatment was 
combined with curettage it was 4.4 per cent; and 
when purely digital evacuation of the uterus was 
done, it was 5.9 per cent. 

When the cervical canal was closed, active treat- 
ment was associated with a mortality of 5.3 per 
cent, and when the cervix was patent the mortality 
was 2.8 per cent. Therefore active treatment should 
be avoided especially when the cervical canal is 
closed. Dretricu (G). 


Hillis, D. S.: Experience with 1,000 Cases of Abor- 
tion. Surg., Gynec. & Obst., 1924, xxxviii, 83. 


On admission to the hospital the cases reviewed 
were alternatively assigned to one of two general 
groups, a group to be given active treatment and a 
group for conservative treatment. 

Patients with threatened abortion were treated 
with rest, sedatives, and the application of ice bags 
to the lower abdomen. 


In cases of inevitable abortion with a normal 
temperature which were assigned to the group given 
active treatment, curettage was done on the fifth 
day after admission if there was any reason for so 
doing and if the temperature remained normal. The 
reason for the five-day interval was that all the 
patients were considered potentially septic since 
there was no way of knowing whether o. not they 
had had fever previous to their admission. The five- 
day period of delay was based also on the follow- 
ing observations: 

In 100 of 200 cases of septic abortion observed 
in the period from 10911 to 1916, the uterus was 
emptied artifically during the febrile period, and as 
soon as convenient after the patient’s admission to 
the hospital. In the other 100 cases there was no 
local treatment. In the conservatively treated cases 
the fever subsided more quickly, the patient was 
discharged from the hospital sooner, there were 
fewer complications, and the mortality rate was 
lower. 

In the period from October, 1918, to April, 19109, 
a three-day period was tried. An alarming post- 
operative rise in the temperature occurred in not a 
few cases, and the stay in the hospital was prolonged. 

In the conservatively treated cases of inevitable 
abortion which are reviewed in this article curettage 
was done only when the bleeding threatened life or 
the bloody discharge persisted for more than ten 
days. No patient with a temperature of 100 degrees 
F. or above was curetted unless hemorrhage threat- 
ened life. In similar cases given active treatment 
curettage was done after the temperature had 
reached normal and had remained normal for five 
days. If the hemorrhage was sufficiently severe to 
endanger life, the uterus was emptied, regardless 
of the temperature, and in such a manner as to 
cause the least possible traumatism to the uterus 
and surrounding tissues. When the uterus was 
emptied in the presence of fever, the use of the cu- 
rette was avoided if possible. Ovum forceps were 
used to remove the placental fragments which were 
often found protruding through the soft dilated 
cervix. In cases with dangerous hemorrhage it is 
rare that the cervix is not sufficiently dilated to ad- 
mit the ovum forceps. Curettage in afebrile cases 
was done with the finger, ovum forceps, or curctte, 
depending upon the cervical dilatation. 

Recta! examination was done as a routine in all 
cases. 

The conclusions drawn from a study of 1,000 
cases of abortion are the following: ; 

1. Conservative treatment of abortion in febrile 
cases gives better results than active therapy. 

2. The temperature of patients who have a five- 
day afebrile period has a greater tendency to re- 
main normal after curettage than that of patients 
operated upon before the end of this period. 

3. Patients who have remained afebrile for five 
days have a greater tendency to maintain a normal 
temperature than those who are subjected to curet- 
tage before the end of this rest period. 
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4. In approximately 6.2 per cent of the cases 
evacuation of the uterus is necessary because of 
alarming hemorrhage. 

5. A plan of procedure which embodies a con- 
servative rest period of five days of normal tem- 
perature in febrile and afebrile cases seems to be a 
rational method for the treatment of abortion as it 
results in a decided decrease in the mortality. 

C. H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Hiess, V.: The Fetal Indications for the Termina- 
tion of Labor (Die foetale Indikation zur Geburts- 
beendigung). Wien. klin. Wcehnschr., 1923, xxxvi, 
447, 498. 


The only indications for the termination of labor 
which were recognized by the older obstetricians were 
indications on the part of the mother, and in the 
period antedating antisepsis these were limited by 
the danger of infection. Termination of labor based 
on indications on the part of the child became pos- 
sible only after the use of methods for antisepsis 
and asepsis and recognition of the child’s heart 
sounds. While, on the one hand, because of the 
decrease in the birth rate in all nations a greater 
value is attached to the life of the child since the 
great war, there is, on the other hand, evidence of a 
disregard of the child’s life in the constantly increas. 
ing number of miscarriages. 

An extraordinary phenomenon of the last four 
years is the increase in the number of older primi- 
pare. Apparently is this due to the shifting of the 
classes in the social world. 

According to the statistics of the Vienna Gyne- 
cological Clinic for the last thirty years, 3.6 per cent 
of all children of normal size and weight died at 
birth or within eight days after birth. The great 
majority of the infants born dead (88 per cent) died 
during labor. 

The most dependable sign of the condition of the 
child is the fetal heart beat. In from 67 to 87 per cent 
of cases this slows down during the second stage 
of labor. During the pains, the circulation of the 
blood is checked and as a result there is a temporary 
arrest of the exchange of gases in the placenta with 
the accumulation of an excess amount of carbon 
dioxide in the fetal blood. It is this which is re- 
sponsible for the slowing of the fetal heart. 

While the membranes are still intact there are 
many factors which act compensatorily, but in the 
second stage of labor the conditions for the child are 
very unfavorable. The transition from normal to 
pathological is rapid. Exact knowledge of the heart 
sounds is necessary to the end of delivery and will 
obviate many complications. Slowing of the heart 
beat to below 100 and its increase to above 180 are 
of great clinical importance. The cause of the rise 
and fall in frequency have not been fully determined. 
An irregular slow heart beat is very serious. The 
importance of variation in successive heart beats is 
increased by the passage of the meconium. 


OBSTETRICS 55 


Sudden death of the infant without previous signs 
may occur as the result of interference with the cir- 
culation due to compression of the umbilical cord. 
When the life of the child is endangered the birth 
should be brought to an end only after all necessary 
preparations have been made, for the more difficult 
the requisite operation the less favorable becomes 
the outlook. 

Of 2,148 forceps deliveries in the clinic, 7.1 per 
cent were carried out on indications on the part of the 
child alone and 51 per cent on indications on the 
part of both the mother and the child. Ninety per 
cent of all endangered children were delivered alive 
in normal occipital presentations by means of for- 
ceps and survived. The high infant mortality in 
cases of facial and frontal presentations is due chiefly 
to the pelvic contraction which caused the abnormal 
presentation. Assistance in pelvic presentations is 
indicated on the part of the child; in the cases of 
primipare the child would otherwise be lost in 
nearly every instance. 

The infant mortality in uncomplicated pelvic pre- 
sentation is 9 per cent; in the cases of primipare, 
it is ro per cent. In the cases of old primipare the 
drawing down of the foot at the right times appears 
to be of considerable advantage. In transverse pre- 
sentation there may be indications for intervention 
since without version the full-term child is certain 
to die. There may be indications for intervention 
also in uncomplicated transverse presentation; the 
infant mortality is 25 per cent. 

In 352 classical cesarean sections the maternal 
mortality was 4.5 per cent and the infant mortality 
4 per cent. As free from danger as the cesarean 
section appears, it has a morbidity of 20 per cent. 
As the extraperitoneal casarean section is very 
difficult, the cervical operation is the procedure of 
choice. Czsarean section should be done only in 
clean cases. In placenta previa, cesarean section 
has caused little improvement in either the infant 
or the maternal mortality. Cesarean section should 
be chosen only for women who come to the clinic 
at the time of the first hemorrhage and with the 
requisite preliminary conditions of cleanliness and 
a living child. 

Prolapse of the cord is an indication for interven- 
tion for the sake of both the mother and the child. 

The chief indication for the termination of labor 
on the part of the child is contracted pelvis of the 
mother. In such cases the infant mortality ranges 
from 5.4 to 18.2 per cent. Contraction of the first 
degree means little to the child, but contraction of 
the fourth degree is an indication for casarean sec- 
tion. In cases of moderately contracted pelvis about 
50 per cent of children are born alive. It is in cases 
of contracted pelvis of the second degree (conjugata 
vera 7.5 to g) that the indications are most fre- 
quently a matter of doubt. 

On the whole, from the standpoint of the child 
as well as of the mother, a strictly conservative 
conduct of childbirth is generally correct if the life 
of the mother is not to be needlessly endangered. 
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In eclampsia a middle course offers the best chance 
for a favorable outcome for both the mother and 
the child. Mernarovs (G). 


Horning, R.: Ileus Sub Partu (Ileus sub partu). 
Zentralbl. f. Gynaek., 1923, xlvii, 1532. 


The author discusses cases of ileus due to pressure 
of the non-retroflexed gravid uterus on the pelvic 
colon. Among ninety-five such cases reported in 
the literature (Dietrich, 1922; Fleischhauer, 1913; 
Handorn, 1922; Goldschmidt, 1923) he was able to 
find only five which were proved. In all, the ob- 
struction occurred at the point where the colon dis- 
appears from the larger into the lesser abdominal 
cavity. After evacuation of the uterus the symptoms 
of ileus disappeared. The following is a short account 
of the history of a case observed in the Leipzig clinic: 

The patient was a 35-year-old woman at the end 
of her third pregnancy. Six weeks after her first 
delivery she was operated upon for umbilical hernia. 
In 1919, an operation was performed for floating 
kidney. A short time later, because of signs and 
symptoms suggesting ileus, the lowest loop of the 
ileum was transplanted into the lowest segment of 
the sigmoid. The patient was then in good health 
for two years, and in 1922 had a normal delivery. 
Six weeks later an appendectomy was done for acute 
appendicitis. The last menstruation preceding her 
third pregnancy occurred in July, 1922. From the 
beginning of the year she complained of colicky 
pains which increased in severity as the pregnancy 
progressed. On April 27, 1923, she was sent to the 
clinic because of ileus. After the evacuation of the 
bladder the distended abdomen measured 125 cm. 
in circumference. While the patient was being pre- 
pared for laparotomy, delivery occurred spon- 
taneously. The child was a boy 53 cm. long and 
weighing 4,600 kgm. The placenta also was de- 
livered spontaneously. As despite high colonic ir- 
rigations, there was no improvement in the patient’s 
condition, a laparotomy was performed three hours 
after labor. The large intestine was found distended 
to the maximum and its walls were strikingly poor 
in muscle and as thin as paper. No adhesions were 
discovered. The moment the uterus was elevated, 
there was an explosive emptying of flatus and a 
large mass of feces. The uterus was not wedged in. 
A rectal tube was inserted to beyond the point of 
compression. Primary union resulted. 

Favoring this syndrome were, first, a large child, 
and second and more important, a long-standing 
disturbance of motility of the large intestine (weak 
musculature). Fleischhauer and Handorn contend 
that at the end of pregnancy, and particularly dur- 
ing labor pains, an intestine with weak musculature 
cannot resist the increased pressure of the lower 
portion of the uterus. In the case reported by 
Horning the vicious cycle had already proceeded 
so far that even the pressure of the emptied uterus 
could not be resisted. 

In conclusion Horning states that in every case 
of ileus occurring during gestation primary laparot- 
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omy is to be considered as there is danger of gan- 
grene of the gut. However, if labor has progressed 
so far that it can be terminated with forceps, opera- 
tion may be delayed sufficiently long to determine 
whether emptying of the uterus will overcome the 
condition. (G). 


Pankow: The Results of a Ten-Year Study of 
Syphilis in the Mother and Child During Labor 
and in the Puerperium (Ergebnisse 10-jachriger 
Luesuntersuchungen bei Mutter und Kind unter der 
Geburt und im Wochenbett). Arch. f.Gynack., 1923, 
CXX, 125. 


Systematic tests for syphilis made on blood from 
retroperitoneal hematomata and the umbilical vein 
at the Duesseldorf Gynecological Clinic revealed 
agglutination in only 1.5 per cent of the cases. In 
33 percent, lues was demonstrable only by a Wasser- 
mann test made during labor. The Wassermann 
reaction is frequently positive only during labor, 
being negative before and after delivery. In non- 
pregnant women with latent syphilis, the test is 
positive in only about 50 per cent, but during labor 
it may be positive in as many as 94 per cent of the 
cases. 

Investigations on 2,860 infants born alive showed 
that no conclusions can be drawn as to the health 
and later prognosis from a negative Wassermann 
test. On the other hand, Pankow has never ob- 
served a positive reaction in a child whose mother 
had a negative test. 

In the author’s opinion, every woman in labor 
should be examined serologically for syphilis in order 
that treatment may be instituted promptly if the 
condition is present. HirscuBere (G). 


Hirst, J. C., and Wachs, C.: Labor Injuries to the 
Coccyx and Their Treatment. Am. J. Olsl. & 
Gynec., 1924, Vii, 199. 

The symptoms of labor injuries to the coccyx 
are first noticed when the patient leaves her bed. 
As a rule they are the following: 

1. Inability to sit firmly on both buttocks. The 
weight is shifted from one side to the other. 

2. Inability to sit for any length of time in one 
position. 

3. Inability to rise from the chair except by using 
the hands to help elevate the body. The patient 
usually rises sideways instead of straight up. 

These symptoms are often ascribed to soreness 
from perineal stitches, unhealed vaginal lacerations, 
or bruising of the pelvic soft parts by the passage 
of the child’s head. As time goes on, however, the 
patient complains of: (4) pain on defmcation, 
especially if she is constipated, and (5) constant 
soreness at the “tip of the spine” except when she 
stands erect. : 

As a rule, palliative treatment should be continued 
for six months after the injury in order to give 
the bone a chance to ankylose. Occasionally, how- 
ever, the pain may be such that earlier interference 
may be necessary. 
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To keep the patient from being discouraged by 
apparent lack of results during the waiting period 
it is wise to give her a placebo such as a mild counter- 
irritant to be applied locally. The author recom- 
mends 3 per cent iodine ointment. 

During the period of palliative treatment the 
patient cannot sit comfortably upon any type of 
chair, but can be given relief by the use of an air 
cushion. 

Operation should never be done for painful 
coccyx unless injury and separation of the frag- 
ments can be clearly demonstrated. If an uninjured 
but painful coccyx is removed, the pain will not be 
relieved. 

Removal of the coccyx is spoken of as a minor 
operation, but the difficulties are such that it should 
be included among the major operations. However, 
proper technique is used, the risk to life is negli- 

ible. 

The indication for the operation is purely symp- 
tomatic and elective, but in properly chosen cases 
there is no operation in gynecology with results 
more gratifying. Epwarp L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Soli, T.: Foreign Protein Therapy in Pu 
Septicemia (La eteroproteinoterapia nelle forme 
settiche puerperali). Riv. ital. di ginec., 1924, ii, 189. 

The author reports 163 cases of puerperal septi- 
cemia treated with foreign protein consisting, in 
the main, of whole cow’s milk and an Italian prepa- 
ration of casein called ‘“‘caseal calcico.”” As a rule, 
no other therapeutic measures were employed, ex- 
cept occasionally the use of dilute local disinfectants 
and the administration of cardiac stimulants as 
required. The reactions were practically all slight 
and none was alarming; abscess at the site of in- 
jection developed in only five cases. 

A first group of forty cases in which the conditions 
before hospitalization suggested danger of infection 
were treated prophylactically. In six, the tem- 
perature dropped by crisis within twenty-four hours 
after the first injections, but the author believes 
that probably these were of the type that, after 
developing a fever during labor, promptly become 
afebrile after delivery when left entirely alone. 
With regard to thirty-three cases, Soli concludes 
that the treatment greatly modified the course of 
the sepsis that developed. The remaining case was 
not influenced by the foreign protein. 

In the second group were thirty-two cases of 
sepsis well localized at the vulva, vagina, or portio. 
The injections were given every second day, and 
the maximum number was four. Local measures 


were also used. The duration of the sepsis was from 
four to ten days; in eight cases, the second injection 
was followed by a crisis. All of the patients in this 
gtoup progressed well, without extension of the 
septic process. 

In the third group were cases in which the sepsis 
was clinically localized in the uterus. On the basis 
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of the clinical and laboratory findings, Soli sub- 
divides them into cases of sapremia and cases of 
septic endometritis. 

There were sixteen cases of sapremia. Three re- 
ceived injections every day, five received them every 
second day, and eight received them every third 
day. In seven cases, the fever disappeared by crisis 
or by rapid lysis; in the others, the temperature 
came down slowly in from ten to twenty days. No 
complications developed. 

There were eighteen cases of septic endometritis. 
Blood cultures were negative. The fever came down 
by crisis in six cases after the second or third in- 
jection; in the others, it came down by lysis in from 
twelve to nineteen days. In a single case, after three 
injections of whole milk, there was a turn for the 
worse; further injections did not influence the course 
of the disease and death resulted on the twenty- 
fifth day. 

In a group of five cases of puerperal parametritis, 
foreign protein therapy gave excellent results. 

The same treatment was given also in fourteen 
cases of mammary lymphangeitis and mastitis. 
While admitting that these cases usually progress 
well under local treatment, the author believes that 
resolution was hastened by the protein injections 
which were employed with or without additional 
local measures. 

In the last group there were nine cases of septi- 
cemia and three of pyemia. In six cases of septi- 
cemia and two of pyemia recovery resulted; the 
four others were fatal. All of the patients in this 
group developed marked general reactions after each 
injection. In one case of pyemia the treatment was 
begun on the seventh day of the disease; a crisis 
occurred after the third daily injection. It is in- 
teresting to note that two days before the crisis 
an abscess developed at one of the sites of injection. 

SALVATORE DI Patma, M.D. 


NEWBORN 


Saenger: The Origin of Intracranial Hzmor- 
rhages in the Newborn (Ueber die Entstehung 
der intrakraniellen Blutungen beim Neugeborenen). 
Arch. f.Gynaek., 1923, Cxx, 284. 

The vein of Galen, which represents the collecting 
point for the veins of the cerebral peduncle and 
other cerebral and cerebellar veins, undergoes a 
sudden transition into the barely distensible tube 
of the straight sinus. During congestion its position 
and freer distention make it a middle point of tension, 
especially as it represents, to a certain extent, a 
narrow site in the stream bed. 

The very minute hemorrhages often occurring 
in the vascular sheaths and the capillary ruptures 
in the region of the terminal veins may be explained 
in this way. As a result of the transmission of the 
congestive tension to the vena falcis and tentoris 
there is a marked tension in the tentorium from 
within. The most frequent findings are hematomata 
in the region of the straight sinus, the expression of 
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excessive congestion with slight tearing of the dura. 
If the tension of the falx is increased still more, the 
tentorium ruptures. 

Asphyxia and cranial trauma are usually associ- 
ated in the causation of intracranial hemorrhage; 
asphyxia alone cannot cause tearing of the vessels, 
and without. asphyxia trauma can have this effect 
only if it is very severe. Hemorrhage was found in 
seventy-three of 100 autopsies, and in forty-six cases 
was severe. In forty-three of these forty-six cases 
the tentorium was ruptured. Hannes (G). 


Williamson, A. C.: Icterus Neonatorum and Its 
Relationship to the Maternal Blood Stream. 
Atlantic M. J., 1924, xxvii, 272. 


Icterus neonatorum may be either pathological or 
physiological. If pathological, there is usually a 
lesion demonstrable in or about the liver. The 
jaundice appears at birth and becomes more intense 
until death. 

The numerous theories as to the cause of the 
physiological type of icterus may be divided into 
two main groups, anatomical and physiological. 

The anatomical theory that icterus is due to the 
transference of bile pigment from the meconium of 
the intestines to the blood stream by way of the 
patent ductus venosus is not tenable, since the 
jaundice may occur even though meconium is passed 
promptly, and spectrometric examination of the 
blood of the cord does not show biliverdin which is 
present in large amounts in the meconium. 

In the author’s opinion the explanation of icterus 
neonatorum is to be found in a combination of fetal 
blood destruction and the action of the fetal liver. 
In experiments he found that the fetus excreted little 
or no iron by way of the meconium or amniotic fluid 
and that there is a direct relationship between the 
amount of iron present in the dried placenta and the 
incidence of icterus. 

At birth, the infant’s liver takes up the function of 
storing the iron. With the destruction of red blood 
cells, the amount of bilirubin becomes greater than 
can be readily handled and jaundice results. 

In a series of tests of the blood of women between 
the fifth month of pregnancy and the onset of labor, 
it was shown that there is no relationship between 
the bile-pigment content of the maternal blood and 
icterus. The discovery of traces of split products 
of bilirubin in the placenta seems to indicate that 
the placenta splits the bilirubin of the fetal blood 
stream and stores the iron. 

I. Epwarp Bisuxow, M.D. 


MISCELLANEOUS 


Applegate, J. C.: Rational Obstetrics from the 
Teaching Viewpoint. Am. J. Obst. & Gynec., 
1924, vii, 181. 

While the term “rational” rather implies that 
some methods are irrational, the author states that 
this article is not a criticism of any method or 
methods that have proved to be for the best interests 


of the mother and child in decreasing mortality and 
morbidity or in the alleviation of suffering during 
childbirth. 

The methods selected for discussion, regarding 
which opinions differ greatly, are: (1) the injudicious 
use of pituitrin; (2) inconsistent theories regarding 
diaphoresis in eclampsia; (3) the shortening of 
the second stage of labor by forceps, with or without 
perineotomy, and (4) the shortening of labor by 
podalic version. It is also an appeal, from the teach- 
ing viewpoint, for safeguards for women during 
pregnancy and a discussion of new applications of 
old methods used during labor. The danger of a 
new method lies, not with its originator, but with the 
fearless imitator, the less competent, or the en- 
thusiastic beginner. Efficiency can be attained only 
in the school of practice, by devotion to work along 
special lines or postgraduate work. 

In the clinics and teaching at Temple University, 
Philadelphia, no routine is permitted except in 
minor affairs, such as diet, etc. Every case is given 
individual study and management. 

The physical examination includes the determina- 
tion of the probable manner of delivery on the basis 
of the pelvic dimensions and the size, presentation, 
and position of the fetus. 

As with elective cesarean section, cases with 
definite indications for version are determined in 
advance of labor, while emergency section, forceps 
delivery, version, and episiotomy are decided upon 
during labor. 

The author gives his students the benefit of the 
teachings of other clinicians whose ideas may or may 
not differ from his own, and explains their reasons for 
so doing. Applegate believes that labor should be 
made as short as it can be made consistently within 
the limits of safety and as nearly painless as possible, 
with mild narcotization, preferably with minute 
doses of morphine (gr. %) and scopolamine (gr. 
1/100) during the first stage and chloroform or ether 
during the second stage. Chloroform is the anes- 
thetic of choice in normal cases and in toxic cases 
with kidney insufficiency, while ether is preferable 
in operative cases and toxic cases with pronounced 
liver pathology. When ether and chloroform are 
contra-indicated, spinal anesthesia is employed. 

Epwarp L. Cornett, M.D. 


Mosher, G. C.: Maternal Morbidity and Mortality 
in the United States. Am. J. Obst. & Gynec, 
1924, Vll, 294. 

Maternal morbidity and mortality have not been 
reduced in the United States in the last twenty 
years; according to the census reports, 16,000 W0- 
men die in labor annually. In the loss of mothers, 
the United States stands fourteenth among the s0- 
called civilized nations, only Spain and Belgium 
having a higher death rate. Puerperal septicemia 
and eclampsia are the causes of more than one-half 
of the deaths. 

The questionnaire of the Committee on Maternal 
Welfare of the American Association of Obstetri- 
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cians and Gynecologists, which was sent to every 
section of the country, contained a request for the 
views of the correspondents regarding the causes 
of maternal morbidity and mortality and for sugges- 
tions as to remedies for their improvement. 

The inevitable conclusion to be drawn from these 
expressions of opinion, which typify the beliefs of a 
large number of the thoughtful and progressive 
leaders of the profession, may be summarized by 
the statement that much of the responsibility for 
the untoward results of childbirth rests upon the 
members of the medical profession. 

The rapid decrease in the number of midwives in 
practice, the more drastic supervision of them by 
Departments of Health in the regions where they 
are still popular or indispensable because of a lack 
of a sufficient number of physicians, and the 
realization that their work among the part of the 
population which they serve shows no higher per- 
centage of poor results than the general average for 
the community eliminate the midwife as a factor 
to be reckoned with in the solution of the question 
of the continued high rate of maternal mortality. 

In the towns and rural districts, and very largely 
in the cities, the parturient woman is cared for by 
the family physician because of tradition, senti- 
ment, self-interest, or convenience, and the average 
results of his work will represent the basis of 
statistics. 

This work will continue to be conducted in the 
home. The great majority of women who are serv- 
ing to perpetuate the best elements of the human 
race belong to the class of intelligent, self respecting 
families who are dependent on salaries or weekly 
wages. 


The disproportionately small amount of space 
allotted to such cases in the wards of hospitals, the 
high price of the rooms, and the general coincident 
expense makes any but charity hospital service pro- 
hibitive to this class of women. Special nurses are 
equally prohibitive. Obviously home confinements 
involve much greater risk than confinements in the 
hospital. 

The causes operating to lower the standard of 
the work of the general practitioner are insufficient 
medical school training; lack of hospital post- 
graduate training in the diagnosis of abnormal posi- 
tions; lack of appreciation of the fact that the process 
of labor is not surgical; and failure to depend on 
the obstetrical specialist for diagnostic counsel rather 
than the young surgeon whose obstetrical experience 
and preparation may be very limited. 

Obstetrics should be made a specialty of the same 
rank as surgery; as many hours of the college curri- 
culum should be given to the drilling of the medical 
student in the principles of the one as the other. 
In a larger degree the student needs a familiar 
knowledge of the art of obstetrics because, regardless 
of his training, he will, on entering practice, be 
called upon to attend women in labor long before 
he will be called upon to perform operative surgery. 

If every man who undertakes the care of a mater- 
nity case could be compelled to take a short post- 
graduate course every five years and could be in- 
duced occasionally to attend one of the clinics now 
being held annually in many of the large centers and 
in the meantime to read the standard medical jour- 
nals, the result would be quickly appreciable in the 
statistics of maternal morbidity and mortality. 

Epwarp L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Judd, E. S., and Scholl, A. J.: The Surgery of Renal 
Tuberculosis. Ann. Surg., 1924, lxxix, 395. 


Eight hundred and seventy-four cases of renal 
tuberculosis treated surgically are reported from the 
Mayo Clinic. The kidney was removed in 863 cases; 
exploration alone was done in nine. Complete post- 
operative data were obtainable on 611 cases. 

The usual procedure was a simple extraperitoneal 
lumbar nephrectomy. Subcapsular nephrectomy 
was performed in thirty-five cases. In most of these 
the kidney was either extensively destroyed or had 
been operated upon previously. 

Occasionally perinephritic infection occurs. In 
eight cases a perinephritic abscess was drained pre- 
vious to nephrectomy. One patient died shortly 
after the second operation. In a second series of 
eight cases in which the perinephritic abscess was 
drained and the kidney was removed at the same 
operation there were two operative deaths. 

In eighteen cases of bilateral infection the ex- 
tensively diseased kidney was removed. Four pa- 
tients died from anuria immediately after the opera- 
tion, and ten died during the next eighteen months. 

Three hundred and fifty-eight (58.6 per cent) of 
the 611 patients regarding whom complete post- 
operative data were obtainable are cured. The 
average length of time since the operation is four 
years. One hundred and ninety-one (31.2 per cent) 
are dead. Sixty-two (10.1 per cent) still have evi- 
dence of tuberculosis of the genito-urinary tract. 

Twenty-three of the 191 patients who died follow- 
nephrectomy for unilateral tuberculosis died dur- 
ing the first month after operation. This number 
represented 2.7 per cent of 845 nephrectomies. Five 
patients died of uremia due to non-tuberculous in- 
fection of the opposite kidney or chronic nephritis. 
There were five deaths from peritonitis; in every 
instance the peritoneum was adherent to the kidney 
and was opened during the course of the operation. 
In three cases, a pulmonary complication—pneu- 
monia, empyema, and pulmonary embolism re- 
spectively—caused death. One patient died from 
general septicemia and one from paralytic ileus. 

Forty-two (25.6 per cent) of 164 subsequent 
deaths occurred in the first year, eighty-three (50.6 
per cent) between the second and fifth, and twenty- 
one (12 per cent) between the sixth and tenth. 
Thirty-one patients died from infection of the re- 
maining kidney; in fifteen, this was tuberculous. 
There were five late deaths due to meningitis. 
Twenty-one patients died from general miliary 
tuberculosis, and twelve from pulmonary tubercu- 
losis. Three died from tuberculous peritonitis. The 
remainder died from causes other than tuberculosis. 


Wheeler, Sir W. I De C.: Some Renal Tumors. 
Surg., Gynec. & Obst., 1924, xxxviii, 143. 

Case 1. This was a case of adenomyosarcoma 
(embryoma) found in a child 8 months of age. After 
the first few months there was a gradual loss of 
weight with enlargement of the abdomen. The only 
finding was a large abdominal tumor on the left 
side which extended beyond the midline and be- 
came lost under the ribs above and in the iliac 
fossa below. Otherwise the child appeared healthy 
and well. 

In infants, a growth of this type is intrarenal and 
no urine is voided on the affected side. The renal 
substance forms a pseudo-capsule. If the child is 
otherwise healthy and strong, the condition of the 
opposite kidney need cause no anxiety. Cystoscopy 
and pyelography are usually dispensable. 

The diagnosis of the rapidly growing renal tumors 
of infancy is easy. Both kidneys may be afiected. 
There may be recurrent vomiting, persistent con- 
stipation, enlargement of the superficial abdominal 
veins from pressure, and a rapid loss of weight, but 
the urine remains normal. Removal by the trans- 
peritoneal route is not difficult, but requires a very 
long incision. The prognosis is poor. Recurrences 
develop in 80 per cent of cases within a year. A 
nodular tumor suggests sarcomatous changes. 

Case 2. The patient was a 56-year-old woman 
with a squamous-cell carcinoma. The history, uri- 
nalysis, cystoscopy, and roentgenography indicated 
the presence of multiple renal calculi and pus. Ne- 
phrectomy was done. Sections of the kidney revealed 
calculous pyonephrosis and a squamous-cell car- 
cinoma among the atrophic and fibrosed glomeruli 
= tubules. The pelvis showed clusters of plasma 
cells. 

Squamous-cell carcinoma in the region of the 
pelvis is rare. In the great majority of cases it 
occurs in the presence of calculi as the result of irri- 
tation. The literature indicates that the transition 
from one epithelium to the other is due directly to 
the presence of infection and stones. 

Case 3. The patient was a man 57 years of age 
in whom an angioma developed suddenly, with severe 
hematuria. Cystoscopy was impossible and roent- 
genography and urinalysis were negative for pus 
and bacteria. Palpation of the left renal region 
resulted almost immediately in the passage of a 
large quantity of blood. Nephrectomy was done. 
The angioma was found occupying the third upper 
calyx. It was not visible when the organ was in situ, 
although there was free bleeding. 

This condition is discoverable only after neph- 
rectomy. The author suggests that it may account 
for the so-called “essential hematuria.” 

Louis Neuwe tt, M.D. 
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Scholl, A. J.: Papillary Tumors of the Renal Pelvis. 

Surg., Gynec. & Obst., 1924, xxxviii, 186. 

Tumors of the renal pelvis are usually of epithelial 
origin and the majority are papillary in type. In the 
early stages they are small, often multiple, flat or 
thickly pedunculated, and confined to the renal 
pelvis. They spread rapidly and extensively, in- 
volving the calices and sometimes the ureteral out- 
let. Obstruction of the ureteral outlet may cause 
an extensive pressure atrophy of the renal cortex. 
In the late stages the kidney becomes a distended, 
sacculated, often infected mass with complete loss 
of function. The renal pelvis does not offer a free 
space for growth like that of the urinary bladder, 
the pelvis is rapidly filled, and the papillomatous 
masses become matted together under tension so 
that they bulge from the pelvis when the kidney 
is opened. The ureter is frequently involved in 
transplants which are usually found in the normal 
ureteral constrictions. The individual papilloma- 
tous fronds are shorter and broader than similar 
growths in the bladder, there is a more extensive 
fusion of adjacent fronds, and atypical cell masses 
are more common. 

In the bladder, small papillomatous transplants 
may be found protruding from, or surrounding, the 
ureteral orifice. At times, multiple small transplants 
are scattered extensively over the mucosa of the 
bladder. Histologically, the majority of tumors ot 
the renal pelvis, as well as the transplants in the 
ureter and bladder, are malignant. Clinically, the 
numerous extensions and the local recurrences make 
all of these tumors malignant. Because of the fre- 
quency with which the ureter is involved and the 
repeated recurrences after nephrectomy, a complete 
nephro-ureterectomy is essential for even partial 
success. 

Eight papillary tumors of the renal pelvis are 
reported. All were histologically malignant. Three 
patients died from five to nine months after the 
operation. One of these had a transplant to the 
ureter, and another, a large secondary growth in the 
bladder. A fourth patient died from uremia four 
years after nephrectomy. Four patients are still 
alive; two are free from recurrence two and one-half 
years and four months respectively after the re- 
moval of the diseased kidney and ureter, and two 
have had repeated transplants to the bladder, re- 
quiring persistent treatment but at the present time 
are well, two years and three years respectively 
aiter the first operation. 


Boeminghaus, H.: The Physiology of the Ureters 
(Beitraege zur Physiologie der Harnleiter). Zéschr. 
f. urol. Chir., 1923, xiv, 71. 

The urine is passed through the ureters by means 
of peristalsis. The sympathetic nerve has a stimu- 
ating effect upon the movements. In the dog, the 
ureter, with the abdominal cavity closed, makes the 
same repiratory excursions as the kidneys, and the 
peristalsis produces lateral curvatures and shorten- 
ings in the ureter. The shortening occurring during 


persistalsis follows immediately a ring of contraction 
of the circular fiber layer. The rate of advancement 
approximates 2 to 3 cm. a second. By filling the 
kidney pelvis with a shadow-producing substance 
(sodium bromide) with a dull cannula (in dogs) and 
viewing the result fluoroscopically, it can be seen 
that the ureter forces the fluid into the bladder in 
the form of columns about 2 cm. long which are 
separated by sections of empty ureter. 

With average filling, the pelvis of the kidney al- 
ways empties itself entirely. The time of passage 
of a column of fluid from the pelvis of the kidney 
to the bladder in a dog’s ureter 14 cm. long, was 
from three to five seconds. The frequency of the 
ureteral movement is dependent upon the amount 
of urine. Filling of the bladder has no effect. The 
experiments yielded no evidence of a uretero- 
ureteral reflex (that is, an influence on the function 
of one ureter exerted by stimulation of the 
ureter of the opposite side). Retroperistalsis in a 
ureter was not observed. Return flow of the urine 
from the bladder was not noted in cases in which the 
ureteral ostia were normal. On the contrary, 
Boeminghaus has observed cystoscopically in man 
that during micturition the mouths of the ureters 
remain closed. He attributes this to the active con- 
traction of the bladder musculature and passive clos- 
ure of the valve at the lower end of the ureter caused 
by the increased intravesicular pressure. 

HELLER (Z). 


Day, R. V.: Ectopic Opening of the Ureter in the 
Male, with the Report of a Case. J. Urol., 1924, 
xi, 239. 

Eighty-five cases of ectopic openings of the ureter 
have been reported, fifty-one in females and thirty- 
four in males. Thirty-two of the latter were found 
at autopsy and two at operation. Over half of those 
in the female were diagnosed clinically. 

In the very interesting case reported by Day the 
left ureteral opening was found in the posterior 
urethra. A diagnosis of pus kidney was made and 
a nephro-ureterectomy was performed. Except for 
the formation of a small sac at the vesical end of the 
ureter, which was later dissected out, recovery was 
uneventful. C. D. Pickrett, M.D. 


Bland, P. B.: The Treatment of Accidental Oc- 
clusion of the Ureter. Aflantic M. J., 1924, xxvii, 


341. 


The author discusses the different phases of 
ureteral injuries in surgical operations, the various 
sequel of such injuries, and the indications and 
methods of treatment. 

Ureteral injury is an accident of great importance. 
It may occur during the performance of pelvic and 
kidney surgery, and is most frequent in abdominal 


and vaginal hysterectomy and the removal of in- 


traligamentous tumors. 

The most common forms of ureteral injury are 
ligation, incision, excision, and necrosis following 
manipulation or cutting off of the blood supply. 
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The results of these surgical accidents, depending 
upon the type and extent of the damage, are anuria 
and uremia. If both ureters are ligated and the 
occlusion is not relieved, death results. If one 
ureter is obstructed or damaged, atrophy of the 
kidney, leakage, and infection, either local or wide- 
spread with resulting peritonitis or sepsis, may occur. 
Fistula, uretero-abdominal and ureterovaginal, are 
common. 

To prevent such accidents, the identification of 
the ureteral tubes should be regarded as an essential 
part of pelvic operations. If the injury of the ureter 
is recognized at the time of operation, immediate 
correction should be done and the ligatures removed 
at once if the ureteral wall is not impaired. If the 
ureteral wall is damaged, excision of the damaged 
part and ureterovesical or uretero-ureteral anasto- 
mosis are advisable. Bland is of the opinion that 
primary ligation as a curative measure is unjusti- 
fiable because of the ensuing renal destruction. If 
intra-abdominal surgery is contra-indicated, neph- 
rectomy and nephrostomy may be indicated. Opera- 
tions for the repair of fistula should have for their 
fundamental aim the preservation of ureteral and 
renal function. J. Tuomas, M.D. 


BLADDER, URETHRA, AND PENIS 


Burden, V. G.: Roentgenology of the Male Ure- 
thra: Notes on the Anatomy, Physiology, and 
Pathology. Surg.,Gynec. & Obst., 1924, xxxviii, 403. 


To make a urethrogram the patient is placed in 
the dorsal position with the plate beneath the pelvis 
and then turned toward the right so that the pelvis 
is tilted to an angle of 45 degrees with the horizontal. 
The Coolidge tube is centered over the symphysis 
pubis. The urethra is then injected with a 5 per 
cent emulsion of silver iodide by means of a large 
hand syringe. When it is evident that the emul- 
sion is entering the bladder, the exposure is made, 
care being taken to continue the injection during 
the entire time of exposure. In this manner, the 
anterior urethra, bulb, and posterior urethra are 
clearly shown. If the injection is not made during the 
entire time of the exposure, the posterior urethra 
cannot be shown because normally it is held in a 
state of tonic contraction and closure throughout 
its entire length. The normal urethrogram shows 
that the anterior urethra is an expansile tube which 
maintains a regular and even contour during dis- 
tention; the bulbous portion is the most elastic, 
and usually dilates markedly before the opaque 
medium enters the posterior urethra. The latter 
always appears as a narrow shadow leading up to 
the base of the bladder. When the bladder is filled 
with the opaque medium before the urethrogram 
is made, the outline of the entire lower urinary tract 
is shown in the roentgenogram. 

Certain precautions should be observed in the use 
of this procedure. The method is contra-indicated 
immediately after cystoscopy. Care should be taken 
not to employ too much force in injecting the 


medium because of the danger of extravasation 
from a diseased urethra. 

As a diagnostic procedure the method is particular- 
ly valuable to the urologist in cases of stricture in 
which the urethroscope cannot be used since it will 
show the location, extent, and number of the stric- 
tures. It is useful also in demonstrating the direc- 
tion and extent as well as the number of perineal 
urethral fistula. Diverticula of the urethra can be 
plainly shown. Roentgenographic shadows in the 
region of the vesical outlet are sometimes difficult 
to localize with reference to their situation in the 
bladder, posterior urethra, or prostate. These shad- 
ows can be accurately localized by means of the 
cysto-urethrogram. 

The article is illustrated with a diagram showing 
the position of the parts in the making of a urethro- 
gram, and with nine urethrograms of normal and 
pathologic urethre. 


GENITAL ORGANS 


Delzell, W. R., and Lowsley, O. S.: The Diagnosis 
and Treatment of Diseases of the Seminal 
Vesicles. J. Am. M. Ass., 1924, lxxxii, 270. 

Shea, D. E.: The Seminal Vesicles in Arthritis. J. 
Am. M. Ass., 1924, \xxxii, 274. 


DELZELL and Lows -ey state that in infection of 
the seminal vesicles, as in infection elsewhere in the 
body, the first efforts of the surgeon should be to 
promote good drainage. They find that drainage 
and treatment of the seminal vesicles can be done by 
dilating the ejaculatory ducts through the urethra. 

Discussing embryology and anatomy, Lowsley 
mentions his work concerning the intravesicular 
fascia, which is a fascial hammock consisting of 
three layers, situated under the base of the bladder 
and in front of the rectum. These are lateral to the 
spermatic cord, converge toward the base of the 
prostate, and terminate in the ejaculatory ducts. 

The most prominent etiological factors in seminal 
vesiculitis are pelvic congestion, infections, and ana- 
tomical anomalies. Congestion not due to infection is 
usually the result of improper sexual habits. Gonor- 
thoea accounted for the infective type in 90 per cent 
of the cases reviewed. The authors tabulate the 
types of organisms found in the cultured specimens. 

The pathological changes are not always com- 
mensurate with the relief of symptoms. Almost 
miraculous subsidence of symptoms followed the 
removal of the chronically infected seminal vesicles. 
The authors describe an acute stage with engorge- 
ment of the vesicles which may end in abscess for- 
mation; a subacute stage, in which there is round- 
cell infiltration in the wall; and a chronic type, 10 
which they find hyalin in connective tissue struma 
which may greatly thicken the wall of the vesicle 
and diminish its lumen. 

A periseminal vesiculitis is always associated with 
this condition and usually causes adhesions in the 
surrounding tissues. Opinions differ concerning the 
presence or absence of an associated infection ol 
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the prostate. Lowsley believes that because of the 
intimate association of the two organs, the prostate 
is practically always infected. 

The diagnosis of seminal vesiculitis is based on the 
history and the physical and laboratory findings. 

In the cases observed by the authors, the com- 
mon symptoms were a watery urethral discharge, re- 
current epididymitis, pain about the rectum and 
perineum, impotentia, sexual weakness with pre- 
mature ejaculation, backache, arthritis, dysuria, and 
mental depression. 

The authors emphasize the importance of a com- 
plete physical examination because there may be 
other foci of infection which should be removed. 
They advise obtaining the specimen from the seminal 
vesicles for bacteriological examination through a 
sterile endoscope. 

In discussing the non-surgical treatment, Belfield’s 
method and its modification by Lespinasse and 
others are mentioned. The authors treat chronic 
seminal vesiculitis by injecting 10 per cent argyrol 
through the ejaculatory ducts. 

At the New York Hospital, Delzell and Lowsley 
have found it necessary to operate in only nine cases 
of seminal vesiculitis in the last two years. This is 
a small number when one considers the fact that 
from forty to fifty gonorrhceal or post-gonorrhoeal 
cases are treated daily. The authors recommend 
palliative treatment before radical measures. 

Their conclusions are as follows: 

1. All cases of seminal vesiculitis, except those 
with abscess formation, should have the benefit of 
palliative treatment before being subjected to oper- 
ative procedures. 

2. The seminal vesicles may be injected with 
antiseptics through the ejaculatory ducts. 

3. This procedure improves the drainage of the 
seminal vesicles by dilating the ejaculatory ducts, 
and affords an easy method for medication and for 
seminal vesiculography. 

4. Seminal vesiculography is useful in diagnosing 
chronic abscess formation of the seminal vesicles, 
stricture of the vasa deferentia or ejaculatory ducts, 
and other pathologic or anomalous conditions. 

A number of roentgenograms and photographs il- 
lustrate the article. 

SHEA begins his paper with a discussion of the 
anatomy and physiology of the seminal vesicles. 
He describes the gonorrhceal and non-gonorrhceal 
types of infection with case reports and discusses the 
non-surgical, surgical, and accessory treatment. The 
article is illustrated with drawings and roentgeno- 
grams showing the anatomy of the seminal vesicles, 
bladder, prostate, ureter, vas, etc. 

In Shea’s opinion the fact that lymphatics of the 
seminal vesicles empty into the glands along the 
common iliac artery accounts for the frequency with 
which the joints of the legs are involved secondarily 
in Cases of seminal vesicle infection. 

_ Frequently Shea has found the fluid expressed 
rom the vesicles free from bacteria, but later dis- 
covered bacteria in the walls. The products of in- 


fection thrown into the blood stream in the form of 
toxins, etc. are transmitted to a joint. In some cases 
the infected seminal vesicles are not palpable. In 
others, the expressed fluid may contain no pus. 

Shea credits Fuller with being the first to call at- 
tention to the seminal vesicle as a focus of infection, 
particularly in arthritis. Fuller also advocated sur- 
gical removal of these organs. 

Infection of the seminal vesicles may be secondary 
to a focus in the teeth or tonsils. In such cases the 
vesicles may supply toxins to the synovial mem- 
branes after the original focus has been removed. 

In gonorrhceal seminal vesiculitis there is marked 
chronicity with periodic expulsion of septic material 
into the general circulation. This infection is usually 
a continuation through the ejaculatory ducts of an 
anterior urethritis. 

Non-gonorrhoeal infection may gain entrance to 
the seminal vesicles from infected urine through the 
ejaculatory ducts, from the blood stream as in 
septicemia, and from the lymph stream. 

The symptoms of seminal vesicle infection in- 
clude pain in the genito-urinary tract, increased 
sexual desire to impotency, and chronic urethral 
discharge which resists all ordinary methods of 
treatment. 

Palliative treatment requires more time, but the 
vesicles should be saved when possible. The pros- 
tate should always be treated with the vesicles. The 
author advises stripping the vesicles, hot applica- 
tions, vasopuncture, and the injection of 10 per cent 
argyrol through the ejaculatory ducts. 

In certain types of disease of the seminal vesicles 
surgery is necessary. Abscess formation requires 
drainage by vesiculotomy. The hard sclerotic 
vesicle should be removed. 

Accessory treatment consists of wintergreen dress- 
ings, baking, etc. 

The author’s study was based on twenty-three 
cases of gonorrhceal infection and seven cases of 
non-gonorrhoeal infection. The patients’ ages 
ranged from 16 to 58 years and the duration of the 
disease from two days to four years. Gonorrhoea 
was given as the cause in 45 per cent of the cases, 
exposure to cold or dampness in 14 per cent, and 
excessive use of alcohol in 6 per cent. In 35 per cent 
the cause was not known. 

The conclusions drawn are the following: 

1. In all cases of arthritis in the male, rectal ex- 
amination is necessary. 

2. Every case of arthritis complicated by vesic- 
ulitis and in which there is a focus of infection in 
some other area should receive suitable accessory 
urological treatment. 

3. Cases of arthritis accompanied by vesiculitis 
without a history of gonorrhoea should be examined 
for other foci. 

4. Early treatment of the seminal vesicles is es- 
sential for good results. Improvement in arthritic 
changes is all that can be expected after changes 
have taken place in the cartilage and bone. 

GILBERT J. Tuomas, M.D. 
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Ballenger, E. G., Elder, O. F., and Lake, W. F.: 
Demonstration of Prostatic Enlargement by 
the Roentgen Ray After Distending the Blad- 
der with Air: Preliminary Report. J. Am. M. 
Ass., 1924, Ixxxii, 1023. 


Cystography clearly demonstrates intravesical 
snouts, median lobe enlargements of the prostate, 
etc. It is not indicated in every case, being of value 
chiefly in those in which additional information is 
necessary to decide whether an operation is re- 
quired and whether it should be done by the supra- 
pubic or the perineal approach. The technique is 
the following: 

The usual intestinal preparation is ordered and 
just before the examination the bladder is emptied 
as completely as possible. The patient is placed 
on the Buckey diaphragm in the dorsal position and 
the residual urine is catheterized and measured. A 
rubber band is placed around the penis to prevent 
the escape of air. To the end of the catheter is at- 
tached a rectal drip which has been loosely packed 
with cotton and sterilized. To the other end of the 
drip is attached a piece of rubber tubing about 8 
in. long and 5 in. in diameter, just large enough 
to fit the drip snugly. To the opposite end of the 
tubing is attached a bulb such as the ‘“‘Oblo” No. 1. 
The patient is then placed face downward with 
the symphysis directly in the center of the Buckey 
diaphragm, lying flat with the spine straight. The 
buttocks are separated as far as possible and suffi- 
cient compression is made with a canvas band to 
hold them apart. Local anesthesia is induced to 
lessen the pain from the catheter and the injection 
of air. 

The tube is adjusted at an angle of 20 degrees to 
direct the rays upward through the pelvic ring, the 
bladder is gently and slowly inflated, and the ex- 
posure is made promptly. The bladder is inflated 
until the patient complains considerably, this requir- 
ing from three to five bulbfuls. Immediately after 
the exposure the air is allowed to escape gradually. 
The penetration and time of exposure are a matter 
of judgment, depending largely on the size of the 
patient. Patients of medium size require a 3%-in. 
spark gap, 20 ma., and an exposure of ten seconds 
with the use of super-speed films. Large patients 
require a 4-in. spark gap. Louis Neuwe tt, M.D. 


Cassuto, A.: Urethral Stenoses Following Prosta- 
tectomy and a Case of Complete Urethral 
Obstruction (Le stenosi uretrali dopo la prosta- 
tectomia e sopra un caso di ostruzione completa dell’ 
uretra). Riforma med., 1924, xl, 121. 

In a thesis published in 1921 Grigorakis collected 
eight cases of prostatectomy in which urethral stric- 
ture was found. All were cured either by gradual 
urethral dilatation or by internal or external ure- 
throtomy. 

Cassuto reports a case in which there was com- 
plete urethral obstruction. Only two similar cases 
have been described in the literature; in the great 
majority the obstruction was only partial. The 


author’s patient had had a prostatectomy a year 
previously and came to the hospital in a very toxic 
condition from retention of urine. All attempts to 
pass a sound failed and it was necessary to open the 
bladder and establish retrograde catheterization. On 
exploration, a diaphragm of resistant cicatricial tissue 
was found at the site of the bladder neck and the 
lumen of the urethral canal. A Bénique sound 
passed through the urethra was forced through the 
obstruction and a Mallecot sound was left in the 
urethra for fifteen days. At the end of that time 
gradual dilatation with the Bénique sound was be- 
gun. After six weeks the patient was able to urinate 
normally. 

The obstructing diaphragm was clearly due to 
the previous prostatectomy. 

The two other cases of complete urethral ob- 
struction following prostatectomy were reported by 
Pousson and Nicolich. In Pousson’s case a cicat- 
ricial stricture completely blocked the neck of the 
bladder and necessitated a surgical operation by the 
hypogastric route. 

In Nicolich’s case, that of a man aged 8g years 
who had been subjected to prostatectomy, it was 
impossible to introduce a catheter into the bladder. 
As Nicolich did not wish the patient to undergo 
the ordeal of a second operation, he established 
permanent hypogastric drainage. 

Although the complication of urethral stricture 
is rare, the possibility of its occurrence should be 
borne in mind by the surgeon, and during and after 
operation efforts should be made to prevent it. 

W. A. BRENNAN. 


Thomas, B. A.: Factors Responsible for Reduction 
of Mortality and Morbidity in Prostatectomy. 
J. Am. M. Ass., 1924, \xxxii, 281. 


In the author’s opinion the refinements in the 
diagnosis and treatment of prostatic conditions have 
reached their maximum and further reduction in 
the mortality and morbidity is not to be expected 
on this basis. The next advance must be in the 
education of the general practitioner and the laity 
so that operation will be performed earlier, before 
the quantity of residual urine is large and the kidney 
and cardiovascular system have become damaged. 

Thomas finds operation contra-indicated in one- 
fifth of the cases referred to him for prostatectomy. 
The most important factor is the kidney function. 
Many deaths attributed to other conditions are due 
to poor renal function. 

Second in importance in determining the operabil- 
ity of a case is the condition of the cardiovascular 
system, and third is the blood pressure. On the 
basis of his experiences, Thomas advises against 
operation when the systolic pressure is less than 110 
and the diastolic pressure is less than 60. ‘Jo con- 


trol the heart complications which are present in 


a large percentage of these cases he gives digitalis 
as a routine before and after operation. 

In the choice of the anesthetic, the condition of 
the lungs must be considered. 
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To assist him in determining the operative route, 
Thomas uses the cystoscope. He employs the peri- 
neal route for cases of small inflammatory or fibrotic 
glands. The punch operation without cystotomy 
he regards as dangerous. In every instance in which 
the punch is used, a suprapubic cystotomy is done. 
Thomas has performed the suprapubic operation 
in 76.2 per cent of his cases and the perineal oper- 
ation in 23.8 per cent. 

In the pre-operative care the bladder should be 
drained to permit decompression and readjustment 
of the kidneys. In most instances continuous cath- 
eterization is effective. Primary cystotomy is neces- 
sary when certain definite complications are present. 
Such complications were noted in 13 per cent of the 
author’s cases. 

Thomas regards the routine two-stage prostatec- 
tomy as unwise. The operative technique and the 
method of enucleation are of less importance than 
the three safety factors discussed. When the pa- 
tient is a good surgical risk, the choice of the 
anesthetic is of secondary importance. The enu- 
cleation, either suprapubic or perineal, should be 
carried out by following the proper lines of cleavage 
and by preserving the external vesical sphincter, 
thereby avoiding the plexus of Santorini, the occur- 
rence of unnecessary hemorrhage, and incontinence 
of urine. 

When removing the prostate by the suprapubic 
route the author uses the intra-urethral technique. 
Hemorrhage is controlled by suture or by the pneu- 
matic bag of Hagner or Pilcher. Thomas never 
finds it necessary to pack the prostatic bed and 
has never lost a patient from hemorrhage. Proper 
placement of the drains is of importance. The supra- 
pubic wound should be closed in several layers so 
that healing will be more complete and leakage from 
the bladder will be less liable to occur. 

When doing a perineal prostatectomy, the author 
uses the Young technique except that he makes a 
rectangular incision. The most important precau- 
tion in this approach is the avoidance of the fibers 
of the compressor urethre muscle. This is accom- 
plished by incising the urethra above the triangle 
ligament. The author describes special retractors 
for use in perineal prostatectomy. 

The most important consideration in the post- 
operative care is the administration of saline solu- 
tion. In Thomas’ cases this is given under the 
breasts after the perineal operation and by proc- 
toclysis after the suprapubic operation. Occasion- 
ally glucose and soda solution are used. 

Thomas warns against forcing the patient out of 
bed too soon, but states also that he should not be 
allowed to remain in bed too long. His position 
shoul! be changed frequently to prevent lung com- 
plications. 

Thomas uses a special suprapubic drainage cup 
which is intended to keep the patient dry at all 
umes. In many cases infection of the bladder makes 
daily total irrigation necessary. This will prevent 
ascending infection which may be a troublesome 


complication. Forced water, the administration of 
a urinary antiseptic, and the cautious continuation 
of renal and cardiac stimulants are necessary for the 
best results. 

Of 128 consecutive cases, twenty-three were not 
operated upon. Eleven patients were non-operable, 
three refused operation, three died following pre- 
liminary cystotomy, and seven died in the course 
of routine preliminary catheterization. Of the 105 
others, 76.2 per cent were operated upon by the 
suprapubic route and 23.8 per cent by the perineal 
route. The complications found are described in 
detail. The operative mortality was 3.8 per cent. 

Thomas includes in his article numerous drawings 
illustrating the operative technique. 

J. Tuomas, M.D. 


Lund, F. B.: New Growths in Undescended Tes- 
ticles. Boston M. & S. J., 1924, exc, 533. 


Lund discusses malignancy in undescended testes, 
reviews the literature, recounts his experience in one 
of the large hospitals of Boston, and gives his opinion 
regarding the best method of treating undescended 
testes. 

When operating for malignant testes, Lund re- 
moves by an intra-abdominal or extra-abdominal 
route all glands situated along the large vessels. 
He quotes Ewing and Mallory who believe all tu- 
mors of the testicle are of embryonic origin. They 
are classified as embryomata when of embryonic 
form, and as teratomata when the ectodermic, en- 
todermic, and mesodermic elements are present. 

It has long been believed that the development 
of malignancy is greater in undescended testes than 
in those normally placed. Lund cites the statistics 
from the literature on this subject and states that 
until recently he had never seen malignancy in an 
undescended testicle but that during a very short 
time before this article was written he saw four 
cases. These he reports in detail. He believes malig- 
nancy is more apt to develop in the undescended 
testicle than in the normally placed testicle, and 
concludes that, asa cure of the hernia is more often 
possible when the testicle is removed, such removal 
is good surgery provided the testicle on the other 
side is normal. Gitpert J. Tuomas, M.D. 


Walker, K. M.: Testicular Grafts. Lancel, 1924, 
ccvi, 3106. 

Grafts of testicles from the lower animals are 
rapidly absorbed, but good results are sometimes 
obtained since, during the process of absorption, 
a portion of their internal secretion finds its way into 
the blood stream. Voronoff found that grafts from 
the higher apes survive much longer in the human 
body than those from the lower animals. 

Walker believes that the chances of success are 
greater if human tissue is used. He therefore em- 
ploys ectopic testicles which, though deficient as 
regards spermatogenesis, are usually well developed 
from the standpoint of internal secretion. Lip- 
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schuetz showed that as little as 1 per cent of the 
total testicular tissue is sufficient to maintain 
masculinity. 

In the cases reviewed the grafts were embedded 
in the tunica vaginalis if this had not been the 
site of pathological processes. When the tunica 
vaginalis had been obliterated by disease, they were 
placed in the rectus muscle and in a subperitoneal 
pocket. The technique of the operation is described 
in detail. Examination of the cases after operation 
show a decided increase in the metabolism. 

While the results obtained from testicular grafts 
are very promising, there are limitations to the use 
of this method apart from the difficulty in obtain- 
ing material since we are seldom called upon to 
treat a testicular condition alone. In congenital 
early cases the deficiency is originally confined to the 
testicle, but other members of the endo¢rine group 
later become involved. 

The author concludes from his observations that 
a process of absorption goes on from the beginning 
and that a life of two years is the most that can be 
expected of a graft. However, the results in some 
cases may be permanent. A boy showing signs of 


eunuchism who is operated on at the period of 
puberty will have the usual sex development and 
secondary masculine sex characteristics. 
Several interesting cases are reported. 
Harry W. PLAGGEMEYER, 


MISCELLANEOUS 


Wardill, W. E. M. A Technique for Cystoscopy in 
the Presence of Pus and Blood. Lancet, 1024, 
ccvl, 179. 

After washing the bladder the author injects 
through the catheter from 8 to 10 oz. of sterile 
paraffin at body temperature with a Higginson 
syringe or an apparatus devised by him. Cystos- 
copy is then done in the usual manner. The urine 
and blood sink to the most dependent part. Ureteral 
urines look much like bubbles of air. After consider- 
able experimental work two samples with a specific 
gravity of 0.817 and 0.863 were found to give the 
best results. When the amount of air present is 
small, diathermy seems feasible, but further work 
must be done before it can be regarded as without 
danger. Craupe D, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Rosenburg, G.: Osteomyelitis and Injury (Osteo- 
myelitis und Unfall). Arch. f. orthop. u. Unfall- 
Chir., 1923, XXVv, 

The relationship between trauma and osteo- 
myclitis is not yet known. In many cases osteomye- 
litis appears as a metastatic suppuration tollowing 
a very insignificant primary infection such as a 
folliculitis. It is to be assumed that this occurs only 
when the virulence and the number of bacteria over- 
come the bactericidal power of the marrow. 

It has been demonstrated experimentally that 
trauma is not necessary for the development of 
osteomyelitis, and this is in accordance with clinical 
observations. In answer to the question as to wheth- 
er trauma is a predisposing factor the author states 
that to produce the condition in a given area ex- 
perimentally the application of considerable force 
is necessary. If the trauma produces an open 
wound the problem is very simple; it is apparent 
that the osteomyelitis is caused by infection from 
without. In a closed wound there are three pos- 
sibilities: 

1. Bacteria from the blood stream may become 
lodged in the injured area. 

2. Pyogenic organisms in the bones may find 
in a hematoma caused by the injury a favorable 
site for multiplication. 

3. The rupture of an old encapsulated bacterial 
focus may free micro-organisms and stimulate them 
to renewed activity. 

The following traumata are to be considered as 
possible factors: mechanical injuries, thermic in- 
juries (chilling, wetting, freezing, burning), chemical 
injuries (erosion and poisoning), bacterial injuries 
(all infectious and contagious conditions), electrical 
injuries, and strains producing local injuries (such 
as the pulling of powerfully contracting muscles on 
their bony insertions). 

With regard to the relationship between osteo- 
myclitis and mechanical injury in a given case the 
following questions must be answered: 

1. Was there actually an injury? Frequently the 
trauma mentioned by the patient is fictitious. In 
other cases it may have caused a local injury of 
some importance. 

2. Was the injury such as would cause a dis- 
turbance of the normal relations of the bone? Brief 
inter/erence with the function of a part of the body 
might cause a disturbance in the bone marrow favor- 
ing suppuration. 

3. Did the injury occur at the site of the subse- 
quent inflammation? The local injury must be 
proved by effusion of blood or the signs of a skin 
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wound. However, osteomyelitis may arise metastat- 
ically from suppuration due to an injury and, as the 
result of concussion of the bone, may develop i ina 
site indirectly affected. 

4. Can the connection in time be proved? Al- 
though in a case of very severe injury there may be 
a very long period of latency, this period usually 
does not exceed fourteen days. 

Many physicians are so convinced that trauma 
plays an important roéle in the etiology of osteo- 
myelitis that they find it in the history whether it 
is there or not. In the author’s opinion, trauma can 
frequently be ruled out. In fifty-one cases studied 
by him a relationship between trauma and osteo 
myelitis could be recognized in only twelve. 

OLJENICK (Z). 


Henderson, M. S.: Chronic Sclerosing Osteitis. 
J. Am. M. Ass., 1924, Ixxxii, 945. 


The author speaks of chronic proliferative sclero- 
sing osteitis as a definite clinical entity due probably 
to a low-grade infection. In the roentgenogram it 
is characterized by a spindle-shaped thickening of 
the shaft of the bone, reduction in the medullary 
cavity, and increased density. Complaint is made 
of a deep boring pain which is usually worse at 
night or on exertion. The onset may be acute, but 
typically the process is subacute or chronic. Ex- 
amination reveals thickening of the bone. Deep 
pressure usually causes pain. 

Observations in thirty cases are reported. The 
majority of the patients were males and under 30 
years of age. The average duration of symptoms was 
six years. Operations were performed in seventeen 
cases. Of the twelve patients traced, nine were defi- 
nitely relieved, two were relieved only temporarily, 
and one was not relieved. At operation, both cor- 
tices were pierced by multiple drill-holes or the 
bone was guttered by chiseling off the cortex. The 
object of this procedure was to improve the circula- 
tion, the idea being that a part of the trouble was 
due to impairment of the circulation resulting from 
the very dense bone. Microscopic examinations of 
the ivory-like cortex revealed evidence of over- 
activity in the production of bone with consequent 
choking-off of the blood vessels. 

The differential diagnosis is most important since 
the condition may be mistaken for syphilis, sarcoma, 
Paget’s disease, or osteitis fibrosis cystica. Attention 
is called to the tendency of syphilitic osteitis to form 
an irregular tumor, thicker on one side than the 
other, instead of the spindle-shaped swelling; to the 
involvement of the ends of the bone; and to the 
furry outline in the X-ray picture which often dis- 
tinguishes the condition from chronic osteitis with its 
smooth periosteal outline. 
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Differential Diagnosis: Chronic Sclerosing Osteitis (Henderson) 


‘ . Pain and |Fever and i 
Sex Age, Infectious) Trauma | Suppura-| Duration| tender- | leuco- | Enlarged |Roentgen Site 
years | etiology tion ness cytosis veins __|ray findings 
Sclerosing osteitis. .... Males 30 Yes Infre- Occa- Long Yes May be | Seldom Prolif- {Shaft from 
quent sional present eration | epiphysis 
Sarcoma, early stage. .| Males, ex-| Any age No Frequent | None Short None, Later Often Destruc- | Epiphysis 
cept early tion 
children 
ere Males | 20 to 40 No Occa- None Long Yes None None Prolif- Shaft or 
sional eration epiphysis 
Paget’s disease. ...... Males 45+ No No None Long Yes None Varicose Prolif- Entire 
eration shaft 


Coley, W. B.: The Prognosis in Giant-Cell Sarcoma 
of the Long Bones. Ann Surg., 1924, Ixxix. 321. 


This article is based upon the data and end-results 
in a series of fifty cases treated by the author. 

Coley reviews the literature and drift of opinion 
regarding the treatment and prognosis of giant-cell 
sarcoma. According to one theory, the so-called 
benign giant-cell tumor is entirely an inflammatory 
process with exuberant granulation tissue, and is due 
to trauma. Nélaton believed that these tumors 
metastasized, but Gross proved later that this is 
incorrect. 

Of twenty patients whose cases were reported by 
Kocher, thirteen who were subjected to amputation 
died of metastases and only two remained well. Of 
four treated by resection one died of the operation, 
one died of metastases, and two remained well. 
Therefore, only four of the patients were known to be 
living and well after three years. One must conclude 
that few of the neoplasms were benign giant-cell 
tumors. 

Bloodgood, who was one of the first to attempt a 
scientific study of the malignancy of giant-cell tu- 
mors, established the fact that the great majority 
are only locally malignant. 

Until recently, most of these tumors were treated 
by amputation because the pathologist reported the 
tumor as sarcoma and regarded it as malignant. 

In the author’s opinion, rapid growth and exten- 
sive progression of the tumor should not be regarded 
as indications for X-ray or radium treatment until 
more data have been obtained on the beneficial 
effects of such treatment. He believes that ampu- 
tation of the part will meet the situation better. 
This is the borderline case. He recognizes the malig- 
nancy of certain giant-cell sarcomata and the fact 
that these metastasize. 

The most important aid in the diagnosis is explor- 
atory operation. Indicating that danger from this 
procedure is largely theoretical is the fact that the 
great majority of cured cases have been cases in 
which exploratory operation was performed. 

There is at present no uniform method of treating 
giant-cell sarcoma. The clinical history should be 
carefully taken and supplemented by a thorough 
physical examination and an X-ray examination. 
In many cases, however, an accurate diagnosis can- 


not be made positively without a microscopic ex- 
amination and sometimes not even with it. 

For simple cases the author advocates curettage 
followed by the application of carbolic acid in the 
cavity. In advanced cases he uses, in addition, the 
mixed toxins of erysipelas and bacillus prodigiosus, 
sometimes combined with X-ray or radium treat- 
ment. 

In the series of cases reviewed, amputation was 
performed nineteen times but in only ten cases as a 
primary measure; in nine cases it was done because 
of failure of conservative measures to control the 
disease. 

At the present time Coley has a number of cases 
under treatment with X-ray and radium. Most of 
them are showing improvement, but in none has the 
tumor disappeared or has sufficient time elapsed for 
acure. Coley believes it unwise to introduce radium 
tubes into a cavity of bone after curettage. 

Of a series of eleven patients treated by amputa- 
tion, seven died of metastases. Secondary amputa- 
tion was done in eight cases because failure of the 
first to effect a cure or because of complications. Of 
the fifty patients in the series, thirty-two are living. 
Seven have not been traced. In twenty-four cases 
the limb was saved. Most of the patients were 
between 20 and 30 years of age. Fifty-six per cent 
gave a history of trauma. 

Rosert V. Funsten, M.D. 


Ishido, B.: Studies on Joints (Gelenkuntersuchun- 
gen). Arch. f. path. Anat., 1923, ccxliv, 424. 


Ishido designates as the “borderline” the deeply 
staining and therefore distinct wavy, sometimes 
reduplicated, line which is seen in all normal speci- 
mens at the borders of the cartilage and bone oi the 
bone ends of the joint. From studies of the border- 
line in specimens taken from cases of tuberculous 
coxitis and fracture of the patella, he concludes that 
the bone substance is nourished by blood vessels 
and that the substance of the cartilage derives the 
greatest part of its nutriment from the joint fluid. 

The borderline is therefore not only an archiitec- 
tural line, but also the dividing line between two 
areas of nutrition. As injuries of the cartilage, on 
the one hand, and changes in the cartilage, on the 
other, may attack and destroy the borderline, the 
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disappearance of the borderlines may result from: 
(1) chemical changes in the articular fluid (injury 
of the cartilage), and (2) toxins in the capillaries 
of the bone marrow. LoEFFLer (Z). 


Martin Lagos, F.: Volkmann’s Ischzmic Contrac- 
ture (Contractura isquémica de Volkmann). Clin. 
y lab., 1924, iii, 15. 

From a study of the literature and clinical cases 
the author reaches the following conclusions: 

1. The application of even a loose bandage may 
be followed by ischemic contracture if the brachial 
artery is compressed; as, for example, when it is 
elevated by the superior fragment of a supracondy- 
loid fracture. However, a factor essential for the 
development of ischemic contracture is severe in- 
jury of the anastomotic arteries of the brachial ar- 
tery, their compression by a haematoma, or their 
obstruction by an embolus. 

2. All factors capable of producing an ischemia 
limited to one muscle group (severe contusions, 
crushing, etc.) may produce this contracture. The 
most frequent cause is a supracondyloid fracture 
associated with extension and posterior dislocation 
of the elbow. 

3. Of the three theories offered to explain Volk- 
mann’s contracture, the oldest, that attributing it to 
vascular lesions, is the only one which satisfactorily 
accounts for its pathogenesis. 

4. The anatomy of the vessels, muscles, and 
aponeurosis of the elbow explains why, after a supra- 
condyloid fracture with extension, posterior dis- 
location, or extensive contusion, the flexor muscles 
are those which suffer necrosis. 

5. According to the works of Fletcher, His, and 
others, the first contracture is caused by the lactic 
acid formed in the muscle fibers and not transformed 
because of insufficieny of the supply of oxygen. 
This is followed by coagulation and necrosis of the 
muscle substance. 

6. Bardenhauer’s theory that the necrosis is due 
to the carbonic acid produced by venous stasis has 
not been experimentally proved. 

7. The theory ascribing the condition to the sym- 
pathetic nerves cannot be confirmed because the 
— of the sympathetic fibers upon muscle is not 

snown. 

8. The pathological anatomy consists in a hyaline 
degeneration of the muscle substance produced prob- 
ably by the coagulating action of the lactic acid and 
followed by destruction and replacement by con- 
nective tissue. 

9. In every case of fracture, dislocation, or severe 
contusion of the elbow the radial and ulnar pulse 
should be watched, not only immediately after the 
Psele but also during the three or four following 

ays. 

10. When the radial pulse fails and blood does not 
flow in spite of all attempts at bloodless or operative 
reduction of the fracture or dislocation and freeing 
: the compressed artery, an arteriotomy should be 

one. 


11. When the contracture has already developed, 
bloodless treatment by means of apparatus is ef- 
fective only if the lesion is relatively recent. 

12. Klapp’s operative treatment, resection of the 
wrist, is the method of choice, being simple, rapid, 
and without danger. 

13. Before a patient with Volkmann’s contracture 
is operated upon an examination should be made to 
determine whether there is a lesion of the nerves of 
the forearm in order that a neurolysis or even re- 
section of the traumatized nerve may be done at the 
same time if necessary. 

14. If there is a healthy group of muscles in the 
forearm in a case of irreparable nerve lesion, the 
bone resection should be done first, and later, at a 
second operation, anastomosis of the healthy muscles 
to the ends of the principal injured muscles should 
be done. W. A. BRENNAN. 


Bergmann, E.: Tuberculous Spondylitis and the 
Results of Its Conservative Ambulatory Treat- 
ment (Die Spondylitis tuberculosa und die Re- 
sultate ihrer konservativen ambulanten Behand- 
lung). Arch. f. orthop. u. Unfall-Chir., 1923, xxii, 
118. 


The author found 342 cases of tuberculous spon- 
dylitis among 33,000 pathological cases which in- 
cluded 1,497 cases of surgical tuberculosis. Among 
the varieties of surgical tuberculosis, tuberculous 
spondylitis stood second. Fifty-three per cent of the 
patients were males and forty-seven were females. 
In the author’s opinion the influence of trauma has 
been greatly overestimated. In the first five years 
of life the condition is more frequent in males 
than in females, but in the third decade and there- 
after it is more common in females. 

In regard to age it was found that in almost one- 
half of the cases the condition developed in the first 
five years of life and in two-thirds in the first decade. 
The highest incidence was reached in the fourth 
year. 

The site of the disease was as follows: cervical ver- 
tebra, g per cent; dorsal vertebra, 53 per cent; 
lumbar vertebra, 38 per cent. The vertebre most 
frequently involved were the twelfth dorsal (24.6 
per cent of the cases), the eleventh dorsal (20.5 per 
cent), and the first lumbar (18.7 per cent). 

The number of vertebre attacked was one in 
fifty-one cases; two in 117 cases; and three or 
more in fifty-four cases. 

Abscesses were discovered in 20 per cent of the 
cases. They were most frequent in disease of the 
lumbar spinal column (43 per cent of the cases) and 
least common in disease of the cervical spinal column 
(6 per cent). In go per cent of the cases complicated 
by abscess more than one vertebra was diseased. 
Paralysis was present in 6 per cent. The author 
ascribes the relatively low incidence of abscesses 
and paralysis to the fact that the greater number 
of these severe cases were admitted directly to the 
hospital without passing through the outpatient 
department. In 85 per cent of the cases of paralysis 
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the site of the disease was in the dorsal vertebra; 
the incidence was about the same for cases in which 
only one vertebra was diseased and those in which 
several were involved. 

Among the striking signs of the condition the 
author places first the paragibbus lordosis which is 
almost always present above and below the kyphosis 
and is pathognomonic of spondylitis. 

Six per cent of the patients had a family history 
of tuberculosis. This estimate is probably too low, 
but a tuberculous taint is generally of little im- 
portance in spondylitis. In a few cases the spondy- 
litis appeared as a sequela of an acute infectious 
disease. A definite trauma preceded it in about 6 
per cent, but probably acted only to produce an 
area of diminished resistance. 


As ambulatory treatment, the Policlinic was able j 


to offer only the plaster-of-Paris cast and various 
types of corsets. This treatment was continued 
until the process had healed, which required about 
five years. A criterion of healing was found in the 
absence of pain on pressure and concussion. Only 
those patients were asked to come back for re- 
examination who had had treatment for at least 
five years. Under present conditions in Germany 
re-examinations are of only limited value since those 
who return are chiefly those whose symptoms 
persist. 

Of 200 patients summoned for re-examination only 
thirty-five appeared; ten had died. Of the thirty- 
five re-examined, nine (20 per cent) were uncured 
and nine showed severe or very severe spinal de- 
formities. Of the remaining seventeen whose con- 
dition was healed, thirteen showed slight deformities 
of the spine and only four an ideal cure. Among 
those who were not cured or were left with severe 
deformities were some who had not carried out the 
orders given. In five cases the treatment was in- 
sufficient. Of those not treated, only one became 
cured with good function and a small gibbus. The 
best results were obtained in the cases in which two 
vertebra were diseased. 

In the Hildebrand clinic the Albee operation has 
been entirely given up as its results were no better 
than those obtained with conservative treatment. 

Deus (Z). 


Bloodgood, J. C.: Benign Bone Cysts (Osteitis 
Fibrosa) Acetabular Cavity, Upper End of Fe- 
mur, Trochanters, Neck, or Head. J. Radiol., 
1924, 3- 

Bloodgood presents a number of cases of osteitis 
fibrosa illustrating the effectiveness of conservative 
treatment. 

CasE 1. The patient was a boy 814 years old who 
had a benign cyst of the acetabular cavity. The 
symptoms were those typical of hip-joint tubercu- 
losis, viz., pain in the hip and knee, a limp, and 
slight flexion and adduction contracture... The X- 
ray showed a definite cyst of the lower and medial 
side of the acetabulum. The treatment consisted of 
absolute rest in bed and heliotherapy. Four months 


later the boy was clinically well and the X-ray 
showed almost complete ossification of the cyst. 

The author states that patients under 15 years 
of age should be treated conservatively unless the 
X-ray shows enlargement of the cyst, when opera- 
tive interference is indicated. 

Case 2. In this instance there was a large cyst of 
the neck of the femur with partial ossification. The 
first acute symptoms had developed twenty years 
previously and since then there had been a number 
of recurrences. At the present time the patient has 
a limp and pain which is increased by exercise. 
The condition probably originated in childhood 
when a coxa vara developed. No operation is in- 
dicated unless the symptoms become aggravated 
or the roentgenogram shows further changes. 

CASE 3. This case was that of a patient 25 years 
of age who had a cyst of the neck of the femur. The 
disability began three years ago following a fall. 
Since then the pain has continued intermittently. 
The limp disappeared after a few weeks. The X-ray 
shows a cyst of the neck of the femur which extends 
from the head to the intertrochanteric line and is 
surrounded by a narrow zone of dense bone. Blood- 
good recommended conservative treatment but ex- 
ploratory operation was done. Trauma may have 
been the etiological factor. 

Case 4. The patient was a 23-year-old woman 
with a cyst of the femur at the intertrochanteric 
line. Localized pain had been present in the tro- 
chanter for six years. A pathological fracture fol- 
lowed slight trauma ten weeks ago. An operation 
was performed in 1915. The involved trochanter 
was typical of a bone cyst. This case resembled a 
case reported by the author three years ago, in 
which a diagnosis of spindle-cell sarcoma was made 
and amputation was performed. Re-examination of 
the sections showed that the condition was osteitis 
fibrosa. The patient was well seven years after the 
amputation. A number of cases are on record 
in which unnecessary amputations were performed 
for benign bone cysts diagnosed as sarcomati. 

Case 5. The patient was a girl 7 years of age who 
had a cyst at the upper end of the femur involving 
the trochanter. She walked with a limp and had 
complained of pain for seven months. Two days 
before her admission to the hospital she fell and sus- 
tained a pathological fracture of the upper end of 
the femur. The X-ray showed a bone cyst involving 
both trochanters. The fracture through this area 
was in good position. Another roentgenogram made 
a few months later showed new periosteal bone tor- 
mation. Today, nine years later, the child is well 
and walks without a limp. 

Case 6. This was a case of cyst of the upper end 
of the femur in a patient 18 years of age. Operation 
was performed for the reduction of a spontancous 
fracture in the upper end of the femur. The patient 
was reported well seven years later. 

Case 7. The condition in this case was an un- 
recognized bone cyst involving the trochanter and 
the neck of the femur and causing fracture. A 


diag 
the 
hea 
late 
Th 
the 
con 
an. 
its 
the 
pos 
sho 
( 
vol 
nec 
res 
to | 
( 
enc 
cen 
Fat 
tiv 
ear 
twe 
sep 
fro 
per 
Lyl 
the 
ma 
Th 
ph 
tio! 
ph. 
pla 
oth 
tha 
fin; 
fin; 
of 
rig 
cay 
] 
slir 
ave 
sul 
stil 
dre 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 71 


diagnosis of spindle-cell sarcoma having been made, 
the upper end of the femur was removed with the 
head and a bone graft was inserted. Two years 
later the patient was able to walk without crutches. 
The X-ray showed extensive tumor formation in 
the upper end of the femur. If this had been sar- 
coma, operation would have been futile. Therefore 
an exploration should have been done to determine 
its character. If the tumor had been a bone cyst, 
the fracture would have insured healing in the best 
position. A chondroma, myoma, or giant-cell tumor 
should be removed with the electric cautery. 

Case 8. This was a case of giant-cell tumor in- 
volving the upper end of the femur. The head, 
neck, trochanter, and upper third of the shaft were 
resected and the upper end of the fibula transplanted 
to the defect. A satisfactory result was obtained. 

Case 9. In this case a chondroma of the upper 
end of the femur was excised. The X-ray showed a 
central shadow in the neck of the femur. 

S. M.D. 


Farr, C. E.: Suppurative Arthritis of the Knee. 
Ann. Surg., 1924, Ixxix, 302. 


The author reports three cases of acute suppura- 
tive arthritis of the knee. The patients were girls, 
5, 6, and 10 years of age. Operation followed by 
early active mobilization gave a successful result. In 
two of the cases the knee condition followed general 
sepsis and in the other was caused by penetration 
from without. In one case adjacent osteomyelitis 
developed and subsequently involved the joint by 
perforation, Ropert V. Funsten, M.D. 


SURGERY OF THE BONES, JOINTS 
MUSCLES, TENDONS, ETC. 


Lyle, H. H. M.: The Treatment of Disabilities of 
the Hand. Ann. Surg., 1923, Ixxviii, 816. 


The author calls attention to the importance of 
the physiological balance of the hand and the for- 
mation of the two arches, the carpal and metacarpal. 
The most important digit is the thumb. The basal 
phalanx of the thumb possesses many of the func- 
tional and developmental characteristics of the 
phalanges, especially its freedom of motion. The 
plane of the thumb is almost at a right angle to the 
other fingers. In splinting, it should be borne in mind 
that holding the thumb in the same position as the 
fingers causes fatigue. The creases of the palm and 
fingers have the definite function of allowing freedom 
of motion. The formation of new stasis lines at 
tight angles may inflict a serious functional handi- 
cap. 

‘If it is necessary to incise a tendon sheath the 
sling through which the tendon glides should be 
avoided. The chief sequel of injury are loss of 
substance, skin contractures, painful stumps, joint 
Sullicss, adherent tendons, poor functional position, 
drop-wrist, flat-hand, claw-hand, loss of grasping 
power, and ischemic paralysis. 


Operative tendon reconstruction should not be 
undertaken until joint stiffness has been overcome. 

The flat-hand is treated by the use of a Gold- 
thwait strap or by manipulation under anesthesia 
and strapping until the relaxation of the ligaments 
is overcome. 

Fractures of the metacarpals should be treated 
by traction with flexion of the metacarpophalangeal 
joints to prevent the development of claw-hand. 
The latter is a severe disability. When it develops it 
may be treated by Stile’s operation in which the flex- 
or sublimus is used as an extensor of the interphalan- 
geal joint. 

In adduction deformity of the thumb, Baldwin’s 
operation, arthrodesis at the basal thumb joint in 
the proper position, is used. In cases of thenar paraly- 
sis the Steindler operation may be employed. This 
consists in using a portion of the long flexor sutured 
to the posterior surface of the basal phalanx to act 
as an adductor. 

The author’s summary of the treatment of con- 
tractures of the metacarpophalangeal and other 
joints of the hand and wrist with splints and casts 
is very complete. This requires painstaking care, 
patience, perseverance, and time. 

The end-results of mobilization under anesthesia 
are disappointing. Therefore the method has been 
very little employed since the war. 

In regard to the treatment of painful stumps the 
author lays emphasis on the inflammatory tissue sur- 
rounding contractures. In many cases local opera- 
tive interference is worse than useless. If it is im- 
possible to amputate through healthy tissue it is 
better to leave the fingers alone until the pain 
disappears. 

In the treatment of the mutilated thumb the 
author resorts to the use of abdominal flaps and 
two types of bone transplantation, that of Nicola- 
doni with autoplastic transplantation and that of 
Huguier which consists of finger substitution. 

Rosert V. Funsten, M.D. 


Hesse, E.: Free Transplantation of Half a Joint to 
Restore Mobility (Freie Transplantation eines 
halben Gelenkes zwecks Mobilisation). Verhandl. d. 
Russ. Chir. Pirogoff-Gesellsch., Petrograd, 1923. 


The author has previously reported fourteen cases 
of mobilization of the finger joints. In this article he 
reports eighteen more. One especially interesting 
case was that of a laborer 54 years of age who, nine- 
teen years ago, sustained a subluxation of the 
metacarpophalangeal joint of the thumb which was 
followed by ankylosis in a position of maximal adduc- 
tion. The thumb was in the palm of the hand, and 
there was subluxation of the index finger at the meta- 
carpophalangeal joint in 15 degrees of hyperex- 


‘tension. Attempts at flexion revealed contraction of 


the extensor tendon. This resistance was overcome 
after some exertion (snapping finger) and the finger 
flexed 10 degrees. 

A two-stage operation was performed. The first 
stage consisted in open reduction of the thumb which 
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necessitated resection of the metacarpal head. The 
after-treatment consisted in massage and movement. 
Healing occurred without reaction. 

Two months later the index finger was mobilized 
and a plastic operation was done on the extensor 
tendon. The tendon was found thickened and ad- 
herent to the phalangeal joint. Subcutaneous scar 
tissue was removed and the joint opened. Reposition 
was found impossible even after severance of the 
lateral ligaments. The metacarpal head was sawed 
off, wrapped in a sterile dressing, and placed aside. 
A 1-cm. section of the metacarpal diaphysis was then 
removed without saving the periosteum, and the 
metacarpal head sutured to the shortened diaphysis 
with five or six sutures through the periosteum. 
After this, reposition was effected easily and the 
joint assumed its normal aspect. The capsule and 
ligaments were sutured. Healing occurred without 
reaction. Massage and movement were begun early. 
One month after the second operation the result 
remained satisfactory. The hand was of normal 
shape but movement was somewhat restricted. The 
patient has been able to resume his work. 

HEssE (Z). 


Lavalle, C. R.: The Treatment of Tuberculous 
Osteo-Arthritis of the Knee with the Use of 
Grafts (Le traitement des ostéo-arthrites tubercu- 
leuses du genou par la méthode des greffes). Rev. 
d’orthop., 1924, XXxxi, 5. 

Abundant oxygenation and total lack of oxygen 
are unfavorable to tuberculosis. The poor circulation 
in the epiphyses favors localization of the tubercle 
bacillus, but the rich circulation in the diaphyses 
destroys it. Tuberculous infection, when once es- 
tablished, is favored also by anemia due to oc- 
clusion of the capillaries and destruction of the 
arterioles. Rarifying osteitis develops, and fun- 
gosities penetrate the articular cartilage and the 
synovial membrane, tuberculous arthritis resulting. 
The synovium, which is richly supplied with blood, 
is unfavorable to tuberculosis. 

The author’s operative technique for the tuber. 
culous knee is as follows: 

After fifteen days of rest in extension, an Esmarch 
band is applied to the thigh and two lateral in- 
cisions from 8 to 10 cm. long are made two finger- 
breadths distant from the patella. The incisions 
are made through the skin and subcutaneous tissue 
except at the ends where the muscles are separated 
and the periosteum of the tibial and femoral diaph- 
yses a finger-breadth from the conjugal cartilage 
is incised in the shape of a cross. A tunnel is then 
bored obliquely toward the epiphysis, across the 
conjugal cartilage just to the articular cartilage. 
While the graft is being removed from the opposite 
tibia with a chisel, bleeding is controlled by means of 
a gauze pack. Two large grafts, from 10 to 15 cm. 
long, for lateral props, one for each side of the knee, 
are lifted up. A small graft is inserted in each of 
four holes bored in the epiphysis so that the end 
will make close contact with the end of the lateral 


props which extend from the tibial to the femoral 
diaphysis and are fastened in the subcutaneous tissue 
with catgut stitches. 

After the operation, extension and counterexten- 
sion are maintained during the month required for 
solidification of the graft. After two months the 
patient is gotten up with a simple dressing, and 
slight mobilization of the knee is allowed. For the 
next few months he walks with the aid of an appara- 
tus. No special treatment is given. By the end of 
five or six months the graft has grown to the size of 
a small rib and has become firmly fused. Pain 
in the knee on palpation has ceased. The sub- 
cutaneous bone props are removed. After from ten 
to twelve days, massage and manipulation of the 
knee are begun. 

The author attributes the success of his technique 
to: (1) the use of osteoperiosteal autogenous grafts; 
(2) rigorous asepsis; (3) careful preparation of the 
graft bed; (4) rapid transfer of the graft to its new 
bed; (5) implantation just to the spongy tissue of 
the bone; (6) absence of contact with a foreign 
body; (7) displacement of the periosteum of the 
host bone which helps to envelop the graft; and 
(8) careful immobilization of the region operated 
upon. 

The graft consists of periosteum, cortical bone, 
and spongy tissue. It is best removed with the 
chisel, because when bone is sawed the bone dust 
blocks the haversian canals and prevents the en- 
trance of the capillaries. Grafts without periosteum 
do not survive longer than two months. Two im- 
portant stages are vascularization and individualiza- 
tion which prevents dispersion of the newly formed 
elements. The resistant external periosteal layer 
protects against the latter, and the deep layer per- 
mits easy penetration by the new bone. The sub- 
cutaneous tissue with its rich blood supply favors the 
growth of granulation tissue. The healthier and 
more solid the subcutaneous graft, the more active 
will be the intra-osseous segment. 

The function of the graft is: (1) to favor, through 
the haversian canals, rapid and abundant penetra- 
tion by the capillaries, thus activating the arterial 
supply and diminishing venous stasis; (2) to pro- 
voke a condensing osteitis and thus stimulate 
ossification; and (3) to form, by its periosteum, a 
thick solid encasing sheath which is continuous 
at the extremities with the periosteum of the two 
diaphyses. 

In all of the author’s twenty cases of tuberculous 
knee joints and in his one case of coxalgia the placing 
of the graft was followed by marked improvement 
in the general condition, return of the appetite, 
normal color of the mucous membranes, and dis- 
appearance of the jaundice and cachexia. Lavalle 
attributes the improvement to the rapid re-cstab- 
lishment of an active, increased arterial circulation 
with diminution of the epiphyseal venous stasis 
which is unfavorable to tuberculosis. In none o/ the 
knee-joint cases has there been any local or remote 
reaction or any dissemination of the disease. Fat 
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infiltrates the subcutaneous tissues about the knee. 
In the advanced cases in which there was a difference 
between the symmetrical prominences of the femur 
and tibia at the time of operation, this showed no 
accentuation even after five years. During the 
actively acute stage operation is contra-indicated. 
Wa C. Burket, M.D. 


FRACTURES AND DISLOCATIONS 


Grimault, L.: The End-Results of Osteosynthesis 
in Complicated Fractures (L’ostéosynthése dans 
les fractures compliquées; résultats eloignés). Arch. 
franco-belges de chir., 1924, XXvii, 10. 


The maximum period of observation in the cases 
reported was three years. From his experience in 
these cases and from the experience he gained dur- 
ing the war the author draws the following con- 
clusions: 

1. Every complicated fracture disinfected suffi- 
ciently to permit complete primary suture is 
amenable to treatment by osteosynthesis if this is 
necessary. 


2. If drainage or incomplete suture is indicated 
because of doubt regarding the surgical disinfection, 
delayed osteosynthesis may be done after from eight 
to fifteen days. 

3. In infected fractures osteosynthesis should be 
done only when reduction is impossible by other 
methods. 

4. When there is a choice of methods, metallic 
fixation and periosteal detachment should be re- 
stricted to the minimum. When the fracture has 
consolidated it is not necessary to remove the metal 
unless a fistula develops or there is redness of the 
skin or sharp pain on pressure. 

5. When a complicated fracture treated by. ex- 
cision, osteosynthesis, and primary suture becomes 
healed by primary intention without any local in- 
flammatory reaction, its course is that of a closed 
fracture treated by osteosynthesis. 

6. When there is local infection after a compli- 
cated fracture treated by osteosynthesis has become 
consolidated, rarefaction of the bone around the 
wires is rare, and when it occurs will not disturb 
consolidation. W. A. BRENNAN. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Muccini, G.: A Clinical and Anatcmico-Patho- 
logical Contribution to the Study of Traumatic 
Lesions of the Middle Meningeal Artery (Con- 
tributo clinico ed anatomo-patologico a!lo studio 
delle lesioni traumatiche dell’arteria meningea 
media). Policlin., Rome, 1923, Xxx, sez. chir., 629. 

The author reports in detail three cases of frac- 
tured skull. In one, an operation for the removal 
of a blood clot was followed by recovery; in the 
two others death occurred soon after the injury. 
He reports the symptoms, the physical signs, the 
operative procedure, and the autopsy findings in 
the two fatal cases. Chipualt reported that in 117 
cases of cerebral hemorrhage, the bleeding was due 
to a lesion of the middle meningeal artery in 
seventy-two, an injury of the venous sinus in thirty, 
lesions of the subarachnoid vessels in fourteen, and 
lesions of the vessels of the diploé in five. Treves 
states that 85 per cent of intracranial hemorrhages 
are due to lesions of the middle meningeal artery 
and 15 per cent to injuries of the venous sinus. 
Piene, in a study of seventy-five cases, found that the 
majority of the hamorrhages were from the middle 
meningeal artery and that only rarely did the bleed- 
ing come from the sinuses, the vessels of the pia, the 
internal jugular, or the vessels of the diploé. 

The middle meningeal artery has a long course and 
a large lumen. Of its two terminal branches, the 
anterior, which is larger and longer than the pos- 
terior, supplies the anterior and superior portion of 
the dura, while the posterior branch, running along 
the squamous portion of the temple bone, supplies 
the corresponding dura. For about three-quarters 
of its course, the artery lies in a sulcus made by the 
two vene comites. According to Troland, these 
veins become injured more frequently than is gen- 
erally believed because of their exposed position, 
their size, and the fragility of their walls. 

Injury to the meningeal artery followed by hamor- 
rhage may occur without fracture of the skull. In 
general, intracranial hemorrhages are either extra- 
or intra-dural. In rare instances, bleeding may occur 
in the cerebral substance proper or within the ven- 
tricles. The extradural haemorrhage may be diffuse, 
extending over the temporoparietal or occipital area. 
Such hemorrhages constitute about 85 per cent of 
intracranial hemorrhages occurring in adults. Extra- 
dural lesions are rare in children because, in the 
young, the dura mater does not separate easily from 
the bone and consequently blood cannot easily 
collect between these two structures. In the adult, 
separation of the dura from the bony vault may 
result from trauma. In a case reported by Kroenlein, 
there was extensive separation of the dura from the 


bone from the region of the transverse sinus to the 
occipital foramen, and this produced compression, 
not only of the occipital lobe, but also of the cere- 
bellum. The coagulum formed has the characteristics 
of the ordinary blood clot. According to Gerard- 
Marchand, clots usually measure from 8 to to cm. 
in length, from 8 to 9 cm. in width, and from 6 to 
7 cm. in thickness. 

The middle meningeal artery may rupture in that 
part running through the small foramen or in that 
in the osseous canal. Rupture may occur also in 
any one of its terminal branches, the anterior, 
median, or posterior, but this is less frequent. Usu- 
ally the injury to the vessel occurs on the side sub- 
jected to trauma. The extent of the haematoma 
varies with the severity and site of the injury and 
the size of the vessel traumatized. If death does 
not supervene and the clot is not too large, absorp- 
tion may occur. The hematomata of the pia become 
absorbed more easily than extradural or subdural 
clots. The extradural clot is slowest to absorl be- 
cause of the paucity of surrounding capillaries and 
lymphatics. A hematoma may become septic and 
suppurate. 

In discussing the symptoms of cerebral hamor- 
rhage it is necessary to distinguish the cerebral from 
the bulbar symptoms. The severity of the mani- 
festations varies according to the size and position 
of the hematoma. If the hemorrhage is extradural, 
the symptoms vary according to the rapidity with 
which the bleeding occurs and frequently develops a 
few hours or a few days after the trauma. Hutchin- 
son maintained that the incidence of a clear interval 
between the time of the injury and the onset of the 
symptoms proved conclusively the presence of an 
extradural hemorrhage to the exclusion of all others. 
In cases of sudden violent injury, however, the clear 
period may be obscured by a concomitant mani- 
festation of concussion, excitation, and temporary 
shock. Frequently a blow causes a sudden {all in 
the blood pressure which temporarily decreases the 
flow of blood, but as soon as the pressure begins to 
rise, the hemorrhage increases. In the typica! case 
a short clear interval precedes the onset of symptoms 
—loss of consciousness, labored respiration. and 
fixed pupils. 

Raymond recommends examination of the eye 
fundus in all cases of doubtful cerebral haemorrhage. 
Frequently hemianopsia, absence of the pupillar 
reflex, and ocdema of the pupil are found on the 
side of the lesion. On the opposite side | ‘icre Is 
paralysis. If the hemorrhage occurs on ‘he left 
side, there may be disturbances of speech. }-pilept- 
form convulsions often terminate the clear i: terval. 
Paralysis of the rectal and bladder sphin: ters 's 
usually a terminal manifestation. The clea* inter 
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val may last a few hours or, in the rare cases, a 
day or two, provided the blood flow is very slight 
and the brain becomes accustomed to the gradual 
increase in pressure. A clear period was noted in the 
majority of the cases reported in the literature, and 
in almost all there were motor disturbances. A 
number of cases presented a typical jacksonian 
syndrome and in a few there were psychic disturb- 
ances and mental torpor. In the latter, the lesion 
involved the frontal lobe. In a number of cases the 
injury was followed by paralysis with aphasia. 

It is not always easy to differentiate between 
hemorrhage and contusion as the symptoms may 
be practically the same. Cerebral pressure may be 
produced by a depressed bone fragment without 
haemorrhage. In this type of case both local and 
general symptoms develop immediately following 
the trauma; there is no clear interval. According to 
Gerard-Marchand, hemiplegia due to intracranial 
hemorrhage is total, whereas that due to cerebral 
contusion is partial and transient. Nancrede main- 
tained that the diagnosis of haemorrhage is certain 
if the pupil on the side injured shows dilatation, 
but according to the author, this is of only relative 
value as it may occur in cases of ordinary contusion. 
In Muccini’s opinion there are no symptoms and 
signs definitely pathognomonic of these conditions, 
and it is sometimes impossible to differentiate be- 
tween hemorrhage, contusion, and bony pressure. 
However, in about 50 per cent of the cases a diagnosis 
can be based on the absence or presence of a clear 
interval, the presence of motor disturbances on the 
side opposite the lesion, and the presence of labored 
respiration, unilateral pupillary dilatation, and a 
slow pulse. In cases of subdural haemorrhage, 
Koenig’s sign is of distinct aid in the differential 
diagnosis. 

The mortality in cases of cerebral pressure due to 
hemorrhage is about 89 per cent. The longer the 
compression lasts, the more unfavorable the prog- 
nosis. The percentage of recoveries in cases of 
hemorrhage treated surgically is distinctly higher 
than in those not treated. Intradural extravasation 
is always serious; even though the patient recovers, 
there remain such disturbances as cephalalgia, epi- 
lepsy, and possibly a psychosis. 

Several methods have been recommended for the 
exposure of the middle meningeal artery. The most 
favored is that of Jackson, who trephines 5 cm. 
behind and 12 mm. above the zygomatic process of 
the frontal bone. Kroenlein also opens the cranial 
vault about 3 cm. behind the zygomatic process. 
Vogt «nd Hueter recommend trephining at the point 
of intersection of a line drawn horizontally 4 cm. 
above the zygomatic arch and another drawn ver- 
tically behind the frontal process of the zygoma. 


Poirier draws a perpendicular line, 5 cm. long, in - 


the middle of the zygomatic arch and trephines at 
the end of it. These methods are applicable in 
cases of hematoma of the temporoparietal and 
tempcrofrontal region—hematoma resulting from 
injury of the anterior branch of the middle menin- 


geal. When the bleeding cannot be controlled, pack- 
ing with iodoform gauze is necessary. 
James V. Ricci, M.D. 


Moskalenko, W. W.: Rational Methods of Operat- 
ing on the Blood Vessels Based on the Anatom- 
ical Findings (Rationelle, auf anatomischen An- 
gaben begruendete Operationsverfahren an den 
Gefaessen). Verhandl. d. Russ. Chir. Kong., Petro- 
grad, 1923. 


Operations on the blood vessels may be divided 
into two classes: (1) procedures to approach the 
vessels, and (2) operations upon the vessels. The 
typical operations are ligation, suture, displacement. 
The last is still under investigation; its results are 
as inconstant as those of the typical operative 
approaches because of the variation in the location 
and structure of the vascular trunks. 

The variation in location is shown in the follow- 
ing examples: 

1. In dolichocephalics, the jugular foramen oc- 
cupies a more lateral position at the base of the 
skull and the bulb of the superior jugular vein lies 
deeper than in brachycephalics. 

2. In the narrow chest the pulmonary artery is 
almost covered by the sternum, while in the wide 
chest it lies further to the left. 

3. In cases of a narrow, flat, thoracic opening 
the bifurcation of the aorta is very high, but if the 
opening is symmetrical the bifurcation is low. 

In the structure of the vessels certain peculiarities 
have been noted. In the vessels themselves there are 
fields which are richly yascular and others in which 
vessels are absent (Ostrogorsky). The caliber of the 
vessels is very inconstant; that of the deep femoral 
artery is sometimes like that of the common femoral 
artery but occasionally much less. The angle and 
the level at which the vessels branch off are also 
variable. The deep femoral artery sometimes di 
vides immediately below Poupart’s ligament. 

From these facts it is evident that in approaching 
and operating upon the blood vessels a knowledge of 
their structure and position is most important. 
Gruenert’s bulbus operation gives a wide operative 
field but is very traumatic. When Piffl’s technique 
is used, the approach to the bulb of the jugular vein 
is very narrow and the danger of injuring the carotid . 
is very great, but the operation itself is not very 
traumatic. If Gruenert’s operation is done when 
the bulbus of the jugular vein is deep (in dolichoce- 
phalics) and Piffl’s operation when it lies nearer the 
surface (in brachycephalics), the operation may be 
performed without danger and with little trauma. 

When the thorax is wide, the pulmonary artery 
can be easily exposed for the removal of a thrombus 
by Trendelenburg’s incision along the border of the 
sternum. When the thorax is narrow, the route pro- 
posed by Njedzigallowa (resection of the sternum) 
is necessary. 

Conditions for healing following suture are much 
more favorable in a vascular zone than in a zone in 
which vasa vasorum are almost or entirely absent. 
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Reconstruction of the femoral artery by means of 
a collateral artery according to the Dobrowolskaja- 
Kramarenko method can be successful only when 
the collateral path is sufficiently large; in other 
cases better results are obtained by a modification 
of this method worked out on the cadaver by Lissit- 
zin. In this modification the chief branch is divided 
beneath the point at which the deep femoral artery 
branches off, turned upward, and sutured into the 
central end. The blood then flows into the deep 
femoral artery. Goodman divided the deep femoral 
artery beneath the site of injury, turned it upward, 
and closed the defect with the posterior wall of the 
segment. 

In a rational operation on the blood vessels the 
incision must be made in the zone of the vasa 
vasorum, the difference in the caliber and the angle 
of branching of the vessels must be borne in mind, 
and the method used must be based on the structure 
of the vessels in the particular case. 

The author has discovered a relationship between 
the structure of the abdominal aorta, the form of 
the inferior thoracic foramen, and the length of the 
twelfth rib. It is possible that in the future the 
structure of the vessels of the extremities may be 
determined from a single external feature, such, for 
example, as the length of the twelfth rib, and that 
this will become the basis for the choice of technique. 

WALCKER (Z). 


BLOOD. TRANSFUSION 


Stewart, G. N.: Hemorrhage. Surg., Gynec. & Obst.. 
1924, XXXVill, 352. 

Moderate hemorrhage is followed by a compen- 
satory vasoconstriction, an increase in the respira- 
tory movements, and an increase in the heart beat 
which aid the venous return to the heart and tend to 
maintain the normal blood pressure. When the loss 
of blood reaches a certain point, the compensatory 
mechanism no longer maintains the filling of the 
heart and the quantity of blood ejected from the 
ventricles diminishes. 

In acute hemorrhage the factor of chief impor- 
tance is the loss of erythrocytes which interferes with 
the transportation of oxygen and the gaseous ex- 
change in the tissues. As there is apparently no 
oxygen reserve in the tissues, any interference with 
the transportation of this important element results 
in definite changes which have a striking effect on 
the nervous centers. 

The merits of gum acacia are still subject to 
controversy. While this solution may maintain the 
watery constituents of the blood through its colloidal 
bulk and thereby cause an increase in the blood pres- 
sure, it does so by making the blood flow more slowly 
through the tissues. An increase in the blood pressure 
alone cannot be considered of great advantage. 

Further knowledge of the tissue changes associated 
with hemorrhage would be of great value in efforts 
to aid the organism to return to normal. 

J. Pickett, M.D. 


Schultz, W.: The Pathogenesis and Treatment of 
the Haemorrhagic Diatheses (Pathogenese und 
Therapie der haemorrhagischen Diathesen). Samm. 
cwangl. Abhandl. a. d. Geb. d. Verdauungs- u. Sloff- 
wechs.-Krankh., 1923, viii, 5. 


Of the hemorrhagic diatheses (hemophilia, pur- 
pura hemorrhagica of Werlhof, essential athrom- 
bopenic purpura, and avitaminosis known as scurvy 
and Moeller-Barlow disease), the first two receive 
chief consideration since the cause of the others— 
injury of the blood vessels—is apparent. 

After a brief description of the technique of clinical 
examination, the author calls attention to the differ- 
ence discovered by Hayem between coagulation and 
hemostasis; the relationship between these is only 
slight, a fact that is often forgotten. In this con- 
nection Schultz discusses the Schmidt-Morawitz, 
Fuld, and Spiro-Nolf-Klinger-Bordet theories of 
blood coagulation. In an incised wound, human 
blood coagulates within a few minutes when there is 
sufficient contact with wound tissue juice. The 
coagulation time is considerably lengthened when 
venous blood is drawn off, and is more prolonged 
when the blood is caught in a vessel coated with 
paraffin. As a rule the process of coagulation begins 
on the surface where the blood comes into contact 
with the activators, tissue thrombokinase and the 
sides of the glass receptacle. The colloid chemical 
equilibrium of the albuminous bodies concerned—the 
antecedants of thrombin and the activators—is dis. 
turbed, the fluid fibrinogen being rendered ineffec- 
tive. The process of coagulation is hastened by 
warmth and retarded by cold. The part played by 
the formed elements of the blood is of little im- 
portance. Except in the cases of hemophilia and 
icterus, we do not know the causes of the great in- 
dividual and periodic differences in the coagulation 
of the blood under conditions of health and disease. 

In dealing with the physiology of hemostasis the 
author points out that in hemorrhages from large 
vessels cessation of the bleeding is essential for 
coagulation and thrombosis. It is of importance 
also in hemorrhages from the capillaries. In the 
hemorrhagic diatheses the vascular system should 
be studied. The importance of the condition of the 
blood vessels in athrombopenic purpura has been 
generally acknowledged. In the author’s opinion, 
injury of the blood vessels is the cause of h#mor- 
rhage in thrombopenic purpura also, and the 
thrombopenia is only a coincident condition. In 
hxmophilia, defective function of the blood platelets 
has not been proved. The chief factor in hwmo- 
philia is the condition of the vascular system. 

Peculiarities in coagulation are of importance only 
exceptionally. There is no organ whose exclusion 
causes any change in coagulation or bleeding time. 

With regard to the liver the author states that 
only the most severe injury combined with other 
toxic influences enters into the etiology of h«mor- 
rhagic conditions. General stasis of bile does not, 
in general, lead to retardation of coagulation oF 
hemorrhagic diathesis, but if, in addition to injury 
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of the parenchyma of the liver, there are other 
factors injurious to the vessels, such as carcinoma, 
lues, tuberculosis, or toxic infection, the combina- 
tion of these may lead to hemorrhage. The kidneys 
and ovaries have no influence. The influence of the 
spleen is slight. Removal or arrest of function of 
the adrenals is unfavorable to the further course of 
purpura. The author has not found that Basedow 
dysfunction is followed by an appreciable change in 
the coagulation time of venous blood. 

In the treatment, narcotics are of value only 
because they prevent disturbing reflexes from tke 
central nervous system. Venesection has a hemo- 
static effect by causing a sudden decrease in the 
total amount of blood; therefore, even in hemo- 
philia, the opening of a vein is justified. Drugs are 
in general of little value. Calcium has no influence 
on the coagulability of the blood; gelatine, though 
much used, has in general only a local effect. Cal- 
cium chloride treatment does not have any decided 
influence on the hemorrhagic diatheses. Adrenalin 
and ergot are not without danger as they may in- 
crease the hemorrhage by their toxic action. 

Biological substances employed in the form of 
serum to hasten coagulation are generally ineffective. 
Fresh serum has a slight influence in hastening 
coagulation when it is injected intravenously (15 
c.cm.) and subcutaneously (30 c.cm.). Serum 
more than fourteen days old has nearly always a 
distinct, and sometimes an extraordinary, inhibitory 
power on coagulation. This is particularly true of 
diphtheria serum as it is obtained from the drug 
store. The same statements apply to whole and 
defibrinated blood. Gressot’s rabbit serum had no 
effect in a case of hemophilia. The activators of 
thrombin formation have a very marked effect in 
hastening coagulation outside of the blood vessels, for 
example, when expressed tissue juice is employed. 
However, the possibility of its use is limited to local 
application. When it was employed intravenously 
in animal experiments it caused death or a decrease 
in the coagulability of its blood. Schloessmann uses 
the juice of the thyroid locally. 

As a rule, prophylactic irradiation of the spleen 
with the roentgen rays does not cause any decided 
reduction in the blood lost, but in a few cases of 
hemophilia it has been successful. Sraut (Z). 


LYMPH VESSELS AND GLANDS 


Koch, J., and Baumgarten, W.: The Experimental 
Production of Tuberculosis of the Cervical 
Glands Through Oral and Conjunctival In- 
fection and Its Relation to Disease of Other 
Organs, Particularly the Lungs (Die exper- 
imentelle Erzeugung der Halslymphdruesentuberku- 
lose durch orale und conjunctivale Infektion und 
ihre Beziehungen zu den Erkrankungen der uebrigen 
Organe insbesondere der Lungen). Zéschr. f. Hyg. 
u. Infektionskrankh., 1923, xcvii, 477. 


The question as to the route of infection in tuber- 
culosis, particularly tuberculosis of the lungs, has 


not been satisfactorily explained. It is obvious that 
a solution of the problem is not afforded by Fluegge’s 
droplets, at least if their inhalation is to account 
for the immediate infection of the deeper regions of 
the lungs, the finer ramifications, and the alveoli. 
This would be a physical impossibility as the sus- 
pended droplets would be caught in the moist 
mucous membrane of the upper air passages and 
at the same time the rapidly weakened air current 
would not keep them long in sufficient motion. 

Experiments such as those of Cornet with dry in- 
fectious material and of others with artificially pul- 
verized infectious material are supposed to demon- 
strate that dry dust or dusty fluid will reach the 
alveoli, but in the large amount of material used 
and the violence of its incorporation they present 
conditions so different from the usual conditions 
that the evidence they offer is probably of slight value. 

Von Behring assumed that the infection enters 
by way of the mouth and pharyngeal structures 
chiefly in milk containing the bacilli. 

The authors call attention to the fact that Koch 
and Moeller succeeded in obtaining in rabbits, by 
means of oral infection, an isolated chronic disease 
limited chiefly to the upper lobes of the lungs and 
resembling pulmonary tuberculosis in man. They 
infected the greater number of the experimental 
animals by mouth and then endeavored to deter- 
mine how frequently such a disease could be ob- 
tained by feeding and what path is taken by the 
infection. By resorting to the simple experiment of 
dropping an emulsion of the bacilli into the mouth, 
they were able to produce in these animals the 
typical disease picture of tuberculosis of the cer- 
vical glands and lungs. The disease in the glands 
resembled scrofula in man. Some of the bacilli 
introduced into the mouth and pbarynx were taken 
up by the mucous membrane of the upper alimentary 
canal; resorption occurred by way of the lymph 
paths, the bacteria being carried in the lymph stream 
to the cervical duct, then into the blood stream, and 
then to the right heart and the lungs. They were 
unable to reach the tracheobronchial glands (bilus) 
directly from the cervical glands as between these 
two groups there is no communication. The authors 
believe that the origin of human scrofula is similar 
to that of the experimental cervical tuberculosis 
in guinea pigs and rabbits, and that pulmonary tu- 
berculosis is a secondary development. 

The same picture of tuberculosis of the cervical 
glands with secondary tuberculosis of the lungs is 
found when the infection occurs from the conjunc- 
tiva of the eye. Calmette called attention to the 
importance of this portal of entry. According to 
Most, the collected lymph of the head flows through 
the lymph vessels of the neck into the superior vena 
cava. The authors believe that even under normal 
conditions the tubercle bacilli gain access to the 
organism through the conjunctiva of the eye more 
frequently then has been believed heretofore. If 
the infection is due to only a few bacilli, it is possible 
for these micro-organisms to pass through the filter of 
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glands without causing glandular disease, but those 
that have been taken up by the endothelium of the 
capillaries of the lungs may cause the formation of 
typical tuberculous nodules. 

The lung is the organ to which the bacilli earliest 
attach themselves, wherever their portal of entry. 
In the authors’ opinion, their experiments with con- 
junctival infection have conclusively demonstrated 
that an isolated pulmonary tuberculosis may occur 
without infection through the mouth or respiratory 
passages. MEISSEN (Z). 


Weber, F. P.: A Case of Lymphogranulomatosis 
Maligna (Hodgkin’s Disease) with Recurrent 
Purpura and Hemorrhagic Symptoms—Also 
Remarks on Lymphogranulomatosis Maligna. 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Clin. Sect., 7. 


This case of lymphogranulomatosis maligna 
(Hodgkin’s disease) is of interest chiefly because of 
the unusual association of the disease with recurrent 
purpura and hemorrhagic symptoms. In its later 
stages it simulated a case of chronic septic pyrexia 
with splenomegaly, purpura, and a systolic mitral 
murmur which made it difficult to exclude chronic 
malignant endocarditis (endocarditis maligna lenta). 

Multiple microscopic or macroscopic necroses are 
probably always present in the affected lymphatic 
glands and viscera. The pyrexia in such cases, 
whether of the Pel-Ebstein recurrent type or 
another regular or irregular type, may be due to the 
absorption of necrosed tissue or, as the author 
suggests, to a condition of acute dissemination in 
the body of the unknown causative agent of the 
disease analogous to the various kinds of bacil- 
lemia. 

Weber regards lymphogranulomatosis (Hodgkin’s 
disease) as an infection of the lymphatic endothelial 
or endothelial-reticular tissue of unknown causation 
which begins most frequently in the cervical or 
axillary glands. As the disease progresses and the 
infective agent becomes more and more disseminated 
over the body, the entire lymphatic glandular sys- 
tem may become involved. In fact, since lymphatic 
radicles with their endothelial elements are present 
in almost all parts of the body, it is not surprising 
that a typical lymphogranulomatous growth is 
occasionally found in organs or parts of the body 
which are supposed normally to be destitute of 
lymphatic glandular (lymphadenoid) tissue. In 
advanced cases, lymphogranulomatous nodules in 
the liver are common, and in rare cases the vertebral 
periosteum may be affected and lymphogranulom- 
atous growth may take place in the loose fatty and 
connective tissue in the vertebral canal outside the 
dura mater. 

There are always two processes in progress: (1) 
an acute necrotic process in the affected parts, and 
(2) a reactive process of fibrosis. The first process is 
apparently to be explained as the direct effect—the 
expression of the action—of the causative agent of 
the disease or of the toxins it produces. The second 
process is to be regarded as the indirect effect— 


the expression of the vital tissue reaction againsi the 
causative agent of the disease and its toxins and the 
necrotic tissue changes they produce. Occasionally 
the lymphogranulomatous process in the affected 
lymphatic glands may spread outside the capsule, 
giving rise to periglandular lymphogranulomatous 
growth and fibrosis. Sometimes the necrotic process, 
as for instance in the liver, involves also tissue bor- 
dering on but actually outside the lymphogranu- 
lomatous growths. 

As these processes progress in the affected lv mph- 
adenoid tissues, the number of lymphocytes in the 
circulating blood tends to diminish. There is 
usually a more or less absolute or relative poly- 
morphonuclear leucocytosis, but in advanced cases, 
especially those with decided splenomegaly, there 
is often leucopenia. The bone marrow is often more 
or less involved. Amyloid or similar changes in the 
viscera may occur. Morris H. Kaun, M.D. 


Symmers, D.: The Clinical Significance of the 
Pathological Changes in Hodgkin's Disease, 
Am. J. M.Sc., 1924, elxvii, 157, 313. 

Hodgkin’s disease is a histological entity. The 
changes in the lymph nodes and spleen consist in 
the appearance of a connective tissue reticulum sup- 
porting variable numbers of lymphocytes with 
mononuclear and multinuclear giant cells and with 
or without an admixture of eosinophiles. 

From the pathological viewpoint, the cases are 
divisible into two groups. The first group includes 
those in which the characteristic histological changes 
are limited to the lymphoid tissues, that is to say 
to the lymph nodes proper and the lymphoid fol- 
licles in the spleen, the walls of the portal vessels. 
and other residual foci in the lungs, bone marrow, 
kidneys, adrenals, subcutaneous tissues, serous 
membranes, etc. Of the cases reviewed, ten (7! 
per cent) belonged to this group. 

In the second group are included cases in which, 
in addition to changes of the same sort and in the 
same localities, the disease mechanically infiltrates 
the skeletal muscles, the blood vessels, the serous 
membranes and loose tissues, and by direct pressure 
erodes bone or partially replaces viscera. (i the 
cases reviewed, four (28 per cent) belonged to this 
group. 

Facts of clinical importance are that enlargement 
of the axillary nodes is secondary to involvement of 
the thoracic or cervical nodes, and enlargement of 
the inguinal nodes is secondary to involvement ol 
the abdominal nodes. These observations suggest 
that the provocative agent enters the body, not 
through the skin, but exclusively through the mu- 
cous membranes, and probably only through the 
mucous membranes of the gastro-intestinal tract. 
However, the respiratory tract cannot be positively 
excluded. The brunt of attack in Hodgkin’s disease 
is borne by the lymph nodes of the abdomen, thorax, 
neck, axilla, and groin, and by the auxiliary lym- 
phoid system, including the spleen and liver and 
other residual lymphoid collections in various parts 
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of the body. The lymphoid follicles which lie in the 
submucosa of the gastro-intestinal, respiratory, and 
urinary tracts practically always escape. From this 
it is apparent that the provocative agent in Hodg- 
kin’s disease has a selective action on certain groups 
of lymphoid tissues. This peculiarity it shares with 
chronic lymphatic leukemia. 

Hodgkin’s disease may be revealed most prom- 
inently in organs other than lymph nodes. En- 
largement of the spleen, the thymus, or the liver 
may be the predominant feature, the associated 
lymph-node enlargements being of secondary im- 
portance. The condition may be divided clinically 
and anatomically into five types as follows: 

1. Hodgkin’s disease of the regional lymph nodes: 
(a) involvement of the abdominal nodes predomi- 
nant (28 per cent); (b) involvement of the abdominal 
and thoracic nodes predominant (43 per cent); (c) 
involvement of the nodes of the neck predominant 
(7 per cent). 

2. Involvement of the thymus predominant. 

3. Involvement of the spleen predominant. 

4. Involvement of the liver predominant. 

5. (A.) Axillary involvement (sequential to cer- 
vical or thoracic lymph node enlargement). (B.) 
Inguinal involvement (sequential to abdominal 
lymph-node enlargement). 

The author emphasizes the fact that in Hodgkin’s 
disease the skeletal muscles may be extensively 
destroyed by tissue of the same sort as that in the 
lymph nodes. 

The bone marrow in Hodgkin’s disease may show 
hyperplastic changes, particularly in the eosino- 
philes and eosinophilic myelocytes or may be re- 
placed, even extensively, by tissue identical in com- 
position with that of the diseased lymph nodes. 


Evidence is presented which tends to show that 
in the reactions in the lymph nodes and in the bone 
marrow there is a certain parallelism between 
Hodgkin’s disease and chronic myelogenous leu- 
kemia. This suggests that the two diseases are 
fundamentally related and that they probably repre- 
sent different quantitative responses to the same 
type of provocative agent. 

It remains to be determined whether Hodgkin’s 
disease is an inflammatory or a neoplastic process. 
The fact that the histological composite tends to 
maintain its individuality throughout all changes 
of environment appears to constitute an argument 
in favor of its inflammatory nature. 

One of the cases reviewed presented a new phase 
in the pathology of Hodgkin’s disease characterized 
by massive enlargement of the liver due to structural 
changes in the walls of the portal vessels which were 
strictly comparable to the changes encountered in 
the lymph nodes, including the characteristic cell 
composite and the overgrowth of connective tissue. 
Similar changes were present in the walls of the 
larger veins of the spleen and the medulla of the 
suprarenal capsule. 

Hodgkin’s disease is an affection of the hamoly- 
topoietic apparatus. Its histogenesis is determined 
by: (1) preliminary hyperplasia of lymphoid cells 
in various parts of the body, and (2) the discharge of 
mononuclear and multinuclear giant cells from the 
bone marrow, with or without eosinophiles and 
eosinophilic myelocytes, and their arrest by the 
hyperplastic lymphoid depots in pursuit of their 
function as filters. The fibroblastic reaction in the 
recipient tissues represents a mechanical process 
designed to support the excess of cells by which they 
are burdened. Morris H. Kaun, M.D. 
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ROENTGENOLOGY 


Holzknecht, G.: The Safety Value of Direct Meas- 
urement of the Surface Dosage in Roentgeno- 
therapy (Die Sicherheit der direkten Messung der 
Oberflaechendosis in der roentgentherapie). 
Muenchen. med. Wchnschr., 1923, 1311. 


The author emphasizes the importance of meas- 
uring the total amount of the rays used from the 
beginning to the end of the irradiation. As the usual 
dosage employed may give rise to injury because of 
alterations in the apparatus, improper filtration, in- 
correct measurement of the distance, etc., he rec- 
ommends for double protection the simultaneous 
irradiation of one of the dosimeters on the patient’s 
skin. Rump (G). 


Dodds, E. C., and Webster, J. H. D.: The Metabolic 
Changes Associated with. X-Ray and Radium 
Treatment. Lancet, 1924, ccvi, 533. 


The investigation reported in this article was 
prompted by the recent hypothesis of Andersen and 
Kohlmann that roentgen sickness is like an acute 
uremia. It was made on cases from four clinical 
groups: (1) cases of leukemia; (2) cases of exoph- 
thalmic goiter; (3) breast cases given postoperative 
radiation and (4) malignancy in various parts of the 
body treated by irradiation. 

Cases in Group 1 were treated with radium to the 
enlarged spleen, with or without roentgen irradiation 
of the long bones or enlarged glands. Those in 
Group 2 were treated with roentgen radiation to the 
thyroid (and thymus in some instances). In a few 
of Group 3 cases and in all of Group 4 cases the 
roentgen-ray wave length was shorter; therefore a 
wide range of roentgen and gamma wave lengths was 
employed. Attention was given mainly to the uri- 
nary findings, but some observations were made on 
the blood and faces. 

All of the patients of this series were in bed and 
maintained on a constant diet. The urine was col- 
lected in twenty-four-hour specimens, and these 
were completely analyzed. All cases were examined 
for at least a week before treatment was begun, in 
order to fix the normal levels of the urinary con- 
stituents. Specimens were analyzed as long as the 
patients remained in the hospital. In each specimen 
the volume, urea, uric acid, ammonia, acidity, total 
nitrogen, ammonia coefficient, phosphates, chlorides, 
creatinine, and diastase were determined. 

After a careful review of the results it was thought 
best to classify the observations according to the 
site of irradiation. These fell under four headings: 
(1) abdominal irradiation; (2) cervical irradiation; 
(3) thoracic irradiation; and (4) irradiation of any 
other part of the body. 


Irradiation of the head, thorax, and limbs pro- 
duced no change in the metabolism of the cases 
examined. 

Irradiation of the abdomen and spleen caused 
definite urinary and blood changes. There was a 
sudden fall in the twenty-four-hour amounts of 
urea, uric acid, ammonia, and titratable acidity, 
creatinine, total nitrogen, and phosphates. The 
volume of the urine was also greatly decreased. After 
about three days the excretion of these substances 
rose to about the normal figure. In the case of 
uric acid and phosphates, the twenty-four-hour 
amounts continued to increase after the original 
level had been reached, but returned to normal 
again in about five days. The chloride content and 
diastase showed an immediate increase and returned 
to normal in from three to six days. The ammonia 
coefficient showed an increase for about three days 
and fell to normal in six days. The blood analysis 
showed a marked decrease in the urea content with 
very little change in any other of the blood con- 
stituents. These findings were made in every case of 
the group investigated. Examination of the feces 
showed an immediate increase in the fecal content; 
this was almost solely in the neutral fat fraction. 

Irradiation of the cervical region produced no 
change in the metabolism demonstrated by the 
blood and urine except an immediate fall in the 
excretion of urinary creatinine. On the day aifter 
exposure the creatinine almost disappeared from the 
urine and recovery did not take place until about 
the fourth day. Practically no alteration in the 
blood-creatinine content was found. 

The findings of this study and the conclusions 
drawn from them are summarized as follows: 

1. Similar results were found in patients treated 
with roentgen or gamma rays. 

2. The changes in metabolism produced varied 
with the site irradiated. It appears that the effects 
of irradiating the abdomen can be explained by a 
temporary inhibition of the functions of the princi- 
pal abdominal glands, such as the liver, pancreas, 
and kidneys. No support to the Andersen and Kohl- 
mann theory is given as there was no evidence of 
nitrogen retention such as would be expected if 
uremia had been induced. 

3. Three patients with very well-marked roent- 
gen-ray sickness were examined, but no change in 
their metabolism could be detected following ¢%- 
posure to the rays. The sickness in these cases was 
apparently psychic. 

4. A considerable number of patients have been 
treated prophylactically with calcium chloride, etc. 
before radiation, and a few with sodium bicar!onate; 
in all of these, the reaction was less marked. 

Hartune, M.D. 
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Pfahler, G. E., and Widmann, B. F.: Measurements 
on Two American and Two German Deep- 
Therapy Machines by Means of the Duane 
Method and the Friedrich Iontoquantimeter. 
Am. J. Roentgenol., 1924, xi, 267. 


This investigation was undertaken to determine: 
(1) the relative output of the four machines; (2) the 
relative value of the German and the American 
units of measurements; and (3) the relative value of 
the two measuring instruments. However, various 
difficulties were encountered which made the results 
not entirely satisfactory. Therefore the authors con- 
cluded that giving practical clinicial observations 
would accomplish more than publishing a great mass 
of figures which are not in entire accord. 

The iontoquantimeter was not entirely reliable. 
Careful investigation by a physicist and standardiza- 
tion were necessary before dependence could be 
placed upon it. It was found that zinc and copper 
used as filters had the same absorption value. The 


_surface dose varied with the size and density of the 


portion of the body receiving treatment. Each 
machine worked most efficiently under certain con- 
ditions; these are described at some length. 

The following conclusions are drawn: 

1. In interpreting the dose values as used by 
different investigators, not only the voltage, the 
milliamperage, the filter, and the distance must be 
known but also the type of machine used, if the in- 
direct method of measurements is employed, and 
caution must be used in interpreting the value of an 
unknown machine. 

2. The size of the field of radiation influences 
not only the depth dose but also the surface dose. 

3. If one of the direct methods of measuring 
is referred to, its type and its accuracy must be 
known. Careful tests of a new instrument as it 
comes from the manufacturer should be made be- 
fore it is depended upon for clinical work. 

Hartunc, M.D. 


Desjardins, A. U.: The Present Status of Radiation 
Therapy in Cancer. J.-Lancet, 1024, xliv, 103. 


The radiosensitiveness of tumors is generally 
greater the less the tendency of the tumor to differ- 
entiate and the more marked its tendency to pro- 
liferate. On the basis of their relative sensitiveness 
tumors may be roughly graded as teratomata, 
lymphomata, carcinomata or epitheliomata, endo- 
theliomata, and melanomata. 

The effect of radiation on cancer depends largely 
on the dosage employed. With adequate dosage the 
cells in the metaphase will show definite degenerative 
changes in a few days. In cells not in the metaphase, 
a similar but less complete change occurs. In cer- 
tain cells a still smaller dosage may produce transient 
or prolonged suspension of metabolic activity, and 
if repeated, might gradually reduce the power of the 
tumor to grow. However, repeated sublethal doses 
tend to increase the resistance of the cells, permit- 
ting ay tumor to recover its original power of 
growth. 


The danger of stimulating tumor cells has been 
greatly exaggerated. As Loeb has shown, such stim- 
ulation is temporary and is often followed by re- 
tardation of growth. 

In the action of radium and the rays on cells 
there is little difference. The choice of one or the 
other depends on the size and location of the lesion . 
and which agent is most available. In many cases 
both can, and should, be combined. Because of the 
rapid loss of activity of radium emanation and be- 
cause the glass capillaries in which it is condensed 
allow all of the beta rays to pass into the tissues, the 
use of emanation in bare tubes frequently produces 
decided necrosis. For this reason the present trend 
in the application of radium is toward restriction 
of the use of emanation in favor of the more stable 
radium and toward the employment of higher fil- 
tration and smaller units, such as platinum or gold 
needles containing 2.5 or 5 mgm. of radium element. 

In many cases surgery and radiotherapy must be 
combined for the best results. At the Radium Insti- 
tute in Brussels the surgical technique used in cases 
of cancer of the rectum is planned so that the use of 
radium will be rendered more effective. 

In cases of cancer of the breast, radiation is given 
chiefly to prevent or delay recurrence. It consists in 
thorough preliminary roentgenization and two or 
more postoperative courses of treatment. In in- 
operable cases, arrest of the disease and considerable 
palliation may often be effected by radiation. For 
cancer of the uterus with involvement limited to the 
fundus, hysterectomy is still the method of choice; 
radium should be reserved for cases in which wide 
extirpation is impossible or contra-indicated. When 
the local treatment is surgical, thorough roentgeni- 
zation should be employed from two to four weeks 
before and shortly after operation. When radium is 
used, it should be supplemented by roentgenization. 
In cases of carcinoma of the cervix the use of radium 
as an alternative for surgery should be considered, 
even in the early cases, since this type of growth is 
readily accessible for the placing of radium and 
peculiarly susceptible to its effect. As the maximal 
effect of radium is limited to a zone about 1.5 to 2.0 
cm. wide, its use must be supplemented by radiation 
with the X-rays from without the pelvis, preferably 
short wave-length X-rays generated at high voltages. 

In Hodgkin’s disease and lymphosarcoma system- 
atic X-ray treatment is the best method of alleviat- 
ing the symptoms and bringing about at least tem- 
porary restoration of health. The effect of such treat- 
ment with regard to the prolongation of life is not 
known. 


MISCELLANEOUS 


Heuer, G. J. The Sun Cure of Surgical Tubercu- 
losis. Cincinnati J. M., 1924, iv, 599. 


The author records his impressions of a visit to 
three institutions for the treatment of tuberculosis, 
that of Rollier in Leysin, Switzerland, the Treloar 
Home for Crippled Children in Alton, England, and 
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the J. N. Adam Memorial Hospital in Perrysburg, 
N. Y. In all of them the patient is given rest, nour- 
ishing food, and fresh air, the three fundamental 
factors in the cure of tuberculosis, and heliotherapy 
is regarded as a therapeutic aid of first importance. 
The sun cure founded by Rollier is described. This 
is of unquestioned benefit and can be successfully 
carried out in localities in which the climatic con- 
ditions are not ideal and the altitude is low. Local 
and orthopedic measures vary in the different in- 
stitutions; as compared with general measures, par- 
ticularly heliotherapy, they are of secondary im- 
portance. WALTER H. Napier, M.D. 


Bendes, J. H.: Heliotherapy in the Treatment of 
Tuberculosis. Minnesota Med., 1924, vii, 154. 


The technique of heliotherapy as worked out by 
Rollier in 1903 is fully described. The author ad- 
heres to it closely except that he permits a longer 
period of rest between exposures. The details of 
treatment are discussed and the local and general 
effects described. Wa ter H. Napier, M.D. 


Clark, W. L., Morgan, J. D., and Asnis, E. J.: 
Electrothermic Methods in the Treatment of 
Neoplasms and Other Lesions, with Clinical 
and Histological Observations. Radiology, 1924, 
ji, 233. 

The authors describe two types of tissue change 
caused by the application of the high-frequency cur- 
rent, namely, desiccation and tissue coagulation. 

Desiccation or dehydration of the tissues is pro- 
duced by the Oudin current of high voltage and low 
amperage, while coagulation is brought about by 
the d’Arsonval current, which is just the reverse. 


The desiccation current is of value when the lesion 
is well localized and when a good cosmetic result is 
important. It is useful for the treatment of a num- 
ber of benign lesions. Electrocoagulation, which is 
much more destructive, is employed for the larger 
growths. For the active electrode a large needle or 
wire is used. The usual technique is employed. The 
insertion of the needle into the growth to the proper 
depth causes the heat to be carried to the deeper 
structures as desired and is superior to the use of the 
actual cautery which has only a superficial penetra- 
tion. 

The electrothermic method destroys only the dis- 
eased tissues and, unlike radiation, does not lower 
the resistance of the surrounding tissues. Follow- 
ing electrocoagulation there are no fibrous changes 
in the surrounding tissues. Devitalized tissue is 
removed by excision or curettage. Large blood ves- 
sels entering the field are ligated preliminary to 
treatment. The indication for electrothermic treat- 
ment alone or in conjunction with the use of radium 
or the X-ray will depend upon the type of growth 
and the presence or absence of metastasis. 

Microscopic examination of carcinomatous tissue 
exposed to the desiccation current reveals shrinking 
of the cells and condensation of the nuclei—typical 
mummification necrosis. Some of the vessels are 
thrombosed, with their walls intact. Coagulation 
causes a loss of cell outline and fusion of the tissues 
into a homogeneous mass resembling hyalinization. 
Examination of laboratory animals subjected to the 
current reveals a round-cell infiltration in the out- 
lying zones adjacent to the area treated. 

The article contains a number of photographs of 
clinical cases and the tissue changes. 

J. Pickett, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Butts, D. C. A.: Malignant Neoplasms: Colloidal 
and Electrical Phenomena. Med. J. & Rec., 
1924, Cxix, 196. 

Tumor cells possess a high potential, probably 
because of the presence of an excess of positive 
charges or ions. Therefore marked improvement 
often occurs in cases treated with the electro- 
negative colloids. The latter probably neutralize 
the excess positive ions and readjust the tumor cells 
to normal metabolism. SamuEL Kaun, M.D. 


Wyeth, G. A.: Endothermy in Neoplastic Diseases. 
Ann. Surg., 1924, Ixxix, 9. 

Endothermy, monopolar and bipolar, is the local- 
ized production of heat by the resistance of the 
tissues to the many oscillations of a high-frequency 
current. The sharp-pointed active electrode is 
applied cold. The depth of penetration varies with 
the amount and duration of the current. 

The author believes that endothermy accom- 
plishes local healing more quickly and surely than 
X-ray or radium therapy and is preferable to surgery 
in that it destroys the malignancy before removing it, 
thus avoiding the danger of mechanical dissemination. 

Endothermy is most useful for the treatment of 
accessible malignancy and precancerous lesions. Its 
action is beneficial also in tuberculosis of the skin 
and mucous membrane. Old chronic ulcerated 
syphilitic lesions and condylomata often yield to it 
quickly. Endothermy destroys tissue and is just 
as eflective against the squamous-cell as against the 
slowly growing basal-cell type of cancer. Because of 
the great danger of metastasis of the squamous-cell 
type, treatment is not complete until thorough 
radiation has been given the lymph draining area. 
A lesion on the lip is removed in one sitting but the 
glands of the neck may require repeated radiation. 
Endothermy is applicable to all lesions of the surface 
of the body, accessible cavities (such as the nose 
and mouth), and hollow viscera, such as the 
bladder, that may be opened by operation, heated, 
and closed at once. A lesion of the bladder may 
be removed under direct vision by monopolar 
endothermy. 

Monopolar endothermy or desiccation, devised by 
Clark of Philadelphia, is distinct from fulguration, 
high-frequency cauterization, and coagulation. Ful- 
guration produces hyperemia but does not destroy. 
High-frequency cauterization acts like ordinary 
Cauterization except that its effect is deeper. Des- 
Kccation devitalizes by drying; the spark is not 
suflicient to carbonize but causes rapid dehydration 
of the tissues and acts as a styptic to oozing blood. 
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In the treatment of superficial localized growths, 
monopolar endothermy with local novocaine anes- 
thesia is used. The current of high voltage and low 
amperage from an Oudin resonator of a high fre- 
quency machine produces just enough heat to de- 
hydrate locally. A sewing needle, held in a suitable 
handle, is used. The needle only touches or lightly 
penetrates the lesion. Practically no scar and only a 
slight secondary inflammation results. Monopolar 
endothermy is especially valuable for lesions about 
the face, neck, and hands, for warts, moles, pigmen- 
ted nevi, papillomata, keratoses, leukoplakia, vernal 
catarrh, varicose ulcers, chronic indolent ulcers, and 
keratoses due to the X-ray or radium. Tuberculosis 
cutis, tuberculosis verrucosa cutis, and tuberculous 
ulcer should be destroyed by one treatment of 
monopolar endothermy. Disseminated miliary 
lupus vulgaris and lupus erythematosus, which are 
more diffuse, require a number of treatments. A 
single area is destroyed at a time until the entire 
lesion is treated. The epidermis is dehydrated and 
peels off at once at the time of the treatment. 
Further penetration of heat into the corium and 
subcutaneous tissue is then produced by lightly 
touching the tissue with the needle. Shortly after- 
ward there is an outpouring of serum with crust 
formation. 

Bipolar endothermy for the removal of deep 
malignancy requires a more powerful current and 
complete anesthesia. Ether is best for the induction 
of the anesthesia but must be removed from the 
room while the current is in actual use. The bipolar 
current is a d’Arsonval current of low voltage and 
high amperage. Coagulation results. Heat is 
generated by connecting one pole of the machine 
to a well wet indifferent electrode under the patient’s 
buttocks. The active electrode is attached to a 
handle containing a sharp-pointed darning needle. 

The first step in endothermy is to describe in the 
healthy tissue a ring of destruction necrosis around 
the malignant area. This alleviates pain, shuts off 
the lymph, blood, and nerve supply, and permits 
removal of a section for diagnosis without danger 
of spreading the disease. After the lesion has been 
completely destroyed, it is curetted or cut away with 
the scissors. The base is seared over with the cur- 
rent to assure further penetration and to obtain a 
dry wound. There should be no hemorrhage. If a 
large blood vessel is near the site of operation, 
preliminary ligation is indicated. Secondary hemor- 
rhage seldom occurs. The advantages of endo- 
thermy are: quickness and clearness of application; 
accuracy of dosage; reduction of the dangers of 
metastasis and the likelihood of recurrence; rapidity 
of convalescence; and a good cosmetic result. 

Wa C. Burket, M.D. 
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Beck, E. G.: Cancer Therapy from the Surgeon’s 
Standpoint. Am. J. Roentgenol., 1924, xi, 117. 
The various phases of cancer therapy from the 
surgeon’s standpoint are discussed under the follow- 
ing heads: 

1. The necessity for co-operation between the 
surgeon and radiologist. 

2. Why the deep carcinoma does not yield as 
readily to radium and roentgen-ray treatment as 
the superficial carcinoma. 

3. The transformation of deep tumors into super- 
ficial tumors preparatory to radiotherapy. 

4. Morphological and biological changes of nor- 
mal and cancer cells after radiation: (a) stimulation 
of growth, (b) sterilization of cells, and (c) necrosis 
of cells. 

5. The theory of the relative radiosensibility of 
normal and cancer cells. 

Surgery and radiotherapy today dominate the 
field of cancer treatment. The surgeon has had 
the benefit of generations of experience, whereas 
the radiologist’s contributions, though valuable, are 
comparatively recent. Proper collaboration be- 
tween the two would undoubtedly tend to render 
cancer therapy more eflicient. 

Deep carcinoma does not yield as readily to radia- 
tion therapy as the superficial, chiefly because the 
overlying structures act as barriers to the penetra- 
tion of the rays. The essential requirement for a 
favorable result is the ability to deliver into the can- 
cer a dosage of rays sufficient to destroy the life of 
every cancer cell without material injury to the 
adjacent normal body cells. In order to accomplish 
this, all factors entering into the problem of proper 
dosage must be considered and efforts made to 
deliver such dosage into the growth. In the use of 
radium, this result is obtained best by embedding the 
radium within the mass. 

The surgical removal of the overlying tissues 
renders deep tumors more amenable to radiotherapy. 
This procedure associated with the removal of as 
much of the growth as is safe or possible, has been 
resorted to by the author in a considerable number 
and variety of cases with sufficiently encouraging 
results to make further trial of the method advisable. 
The history of several of these cases, the technique 
employed, and results obtained are reported in 
detail. 

A thorough knowledge of the histological changes 
produced in the tissues by radiation is a matter not 
only of scientific interest, but also of extremely 
practical value. Both normal and pathological body 
tissues vary in their response to radiation. Neo- 
plastic tissues are especially radiosensitive. The 
author describes the changes caused in carcinoma 
cells by radiation. Not all cancer cells are equally 
radioreceptive; therefore the lethal dose varies 
within certain limits. 

The radiosensibility of cancer cells is due probably 
in part to their embryonic character, but doubtless 
there are also other contributory factors. The author 
advances the theory that, as cancer cells are more or 


less parasitic and render no service to the organism, 

they are denied the protection against injury which 

the normal working cell of the body receives. 
ApOLpH HARTUNG, M.D. 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Regan, J. C., and Regan, C.: A Report of Six Cases 
of Cutaneous Anthrax Treated by the Local and 
General Administration of Anti-Anthrax Se- 
rum. Am. J. M. Sc., 1924, clxvii, 255. 


The disadvantages and dangers of the local treat- 
ment of malignant pustule are numerous. The pus- 
tule should be left alone as local measures tend to 
disseminate and generalize the disease. 

The curative value of anti-anthrax serum should be 
regarded as established. In man, anthrax is pri- 
marily a local infection and in a large percentage of 
cases has a decided tendency to remain local. 

For the local injection a Luer or Record syringe 
with a capacity of from 2 to 5 c.cm. and a fine needle 
are used. The needle is inserted into the indurated 
border of the pustule just outside the eschar, and 
directed to from 2.5 to 3.5 cm. into the subcutaneous 
tissues at the base of the lesion. A total of from 6 to 
12 c.cm. of the serum is injected, the needle being 
inserted at two or three points and the serum given 
so as to circumscribe the pustule. The injections are 
usually made once or twice, but occasionally, in very 
severe cases, three times in twenty-four hours. In 
the usual case, from four to six injections will be 
sufficient. 

A slight increase in the inflammation follows the 
injections, but within two or three days the lesion 
is decidedly improved, and after one week the eschar 
alone remains at the site of the pustule. Cultures 
taken after the first few injections are almost always 
negative. The theoretical reasons for the use of the 
serum have been discussed in previous papers. 

The local injection is supplementary to ,the gen- 
eral (intravenous, intramuscular, and subcutancous) 
administration of the serum. The object in giving 
the serum is to bring about the subsidence of the 
local lesion, to counteract toxemia, and to anticipate 
and prevent the development of anthrax septicemia, 
or to control this condition if it is already present. 

The frequency of injection, the amount of serum 
given, and the route of administration should be 
based on the severity of the case. The serum ad- 
ministered varies from 40 c.cm. every twelve to 
twenty-four hours in mild cases to from 80 c.cm. to 
130 C.cm. every six to eight hours in the more severe 
cases with voluminous lesions. In septicamia from 
200 to 300 c.cm. should be given intravenous!\ every 
three to six hours. The factors that should serve asa 
guide in the first day’s treatment are the size of the 
lesion and the extent of the soft cedema. Massive 
doses should be given while the result of the blood 
culture is awaited. 

The authors report the cases of six patients who 
recovered. Six others have recovered but the his- 
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tories are not included. A total of fourteen cases 
have been treated successfully by the authors. In 
addition they saw two cases with septicemia on 
admission to the hospital. Death resulted in one 
within twenty-four hours and in the other within 
thirty-six hours. CLayton F, ANpREws, M.D. 


Young, H. H., and Hill, J. H.: The Treatment of 
Septicemia and Local Infections by Mer- 
curochrome-220 Soluble and by Gentian Violet. 
J.Am. M. Ass., 1924, \xxxii, 669. 


Seven cases—two of sepsis, two of pyonephritis, 
two of bacillus coli infection of the kidney and 
bladder, and one of ascending retroperitoneal in- 
fection—were treated by intravenous injections of 
mercurochrome. In all, the results were excellent. 
In the cases of sepsis the blood became sterile; in 
the case of retroperitoneal infection the inflamma- 
tory mass disappeared; and in the cases of kidney 
and bladder infections the condition cleared up 
after one injection. 

From this it is evident that mercurochrome-220 
is of value as an intravenous germicide. 

In five cases of staphylococcus infection treated 
with gentian violet the results were equally good. 
Gentian violet has apparently a selective action on 
gram-positive staphylococci. 

SaMvuEL Kaun, M.D. 


Irons, E. E.: The Portals of Entry of Chronic 
Metastatic Infections. Canadian M. Ass. J., 1924, 
XIV, 205. 

Among the most numerous and disabling of 
chronic metastatic infections are those of the joints 
and the eyes. The less commonly recognized effects 
of chronic local infection are certain types of asth- 
matic seizures and certain cutaneous lesions, such 
as erythema multiforme and erythema nodosum. 

Euit C. Rottrsuex, M.D. 


DUCTLESS GLANDS 


Christian, H. A.: The Use and Abuse of Endocrinol- 
ogy. Canadian M. Ass. J., 1924, xiv, 102. 


Knowledge of the glands of internal secretion 
may be obtained by: 

1. Constructing a syndrome corresponding to the 
pathological changes observed in one of these struc- 
tures and proving its constant association with such 
changes. This is the most accurate method for man. 
By means of it, Addison’s disease has been traced to 
destruction of the adrenals, exophthalmic goiter to 
hyperplastic thyroid changes, myxoedema to degen- 
erative changes in the thyroid, acromegaly to pitui- 
tary hyperplasia, and diabetes to lesions in the 
islands of Langerhans. 

2. Noting the effect of administering a gland sub- 
stance. This method led to the treatment of diabetes 
With insulin and of exophthalmic goiter with thyroid. 

3. Observing the changes resulting from the 
removal or destruction of a gland. For example, 


removal of the thyroid is followed by myxcedema, 
of the parathyroids by tetany, of the ovaries by the 
menopause, and of the testes by eunuchism. 

4. Applying inferentially to man the knowledge 
obtained from experimentation, especially with 
animals. This may not always be correct: the use 
of adrenalin in asthma does not prove a lesion of the 
adrenals. 

By such methods, certain definite syndromes have 
been recognized as the result of disturbances of 
certain glands. The function of the pineal and 
thymus glands, the placenta, and the mammary 
tissue is still obscure. 

In hyperfunction of glands, removal by surgery or 
destruction by the X-ray are practically the only 
applicable procedures. These methods have been 
used only in the treatment of disease of the thyroid 
and pituitary glands—in the latter with little success. 

In hypofunction the field is larger and the treat- 
ment is non-surgical. However, only the thyroid and 
pancreas have yielded good results. So far, efforts 
to transplant glands have not been successful. 

When the active principles of a greater number of 
the glands are isolated, we may expect better results. 

The effects of the administration of ovarian ex- 
tracts are indefinite. Adrenal extract and, to some 
extent, pituitary extract have been used in sub- 
stitution therapy. 

There are very few definite tests for measuring 
the function of glands. In hypofunction of the 
thyroid the basal metabolism may be used as a 
guide to the dosage of thyroid extract. In the treat- 
ment of diabetes the amounts of sugar in the urine 
and blood are accurate indices. For the other glands 
there are no tests. 

With regard to pluriglandular afiections our 
knowledge is still more imperfect, and at present the 
abuse of endocrine therapy is outweighing its bene- 
fits. Marcus H. Horart, M.D. 


Engelbach, W., and McMahon, A.: Osseous De- 
velopment in Endocrine Disorders. Endocrinol- 
ogy, 1924, Vill, I. 

In hypothyroid children between the ages of 1 
and 12 years roentgen-ray studies of the bones showed 
absence of the ossification center for the normal age 
and underdevelopment of the carpal bones. A case 
of suspected hyperpinealism at the age of 6 years 
showed the development of only 14 years. All 
metacarpals were present and all epiphyseal lines 
were closed. Complicated cases of the thyropitui- 
tary type showed evidence of advanced development, 
chiefly in the carpal bones and the ossification centers 
of the long bones. Cases of pituitary-thyroid de- 
ficiency exhibited a slight delay in the development 
of these centers. Studies of the hypergonad hand 
at the age of 13 years showed all epiphyseal lines 
clearly open and the hand much larger than the 
pituitary-thyroid hand. The difference in the epi- 
physeal lines was constantly present in these cases. 
The increased length of the hypergonad hand is due 
to failure of these lines to close. 
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In cases of hyperpinealism at the age of 15 years 
the epiphyseal lines were closed, while in cases of 
deficiency of the anterior lobe of the pituitary gland 
at the age of 21 vears there was non-union of all 
epiphyseal lines. The hands were of the same size 
and the stature was similar in these two conditions, 
but the subjects differed in such characteristics as 
mentality, primary and secondary sex characteris- 
tics, etc. In the cases of hyperpinealism normal 
growth was prevented by the early closure of the 
epiphyseal lines while in the others it was prevented 
by the deficiency in the secretion of the anterior 
lobe of the pituitary gland. 

While the epiphyseal lines remain open in both 
the hypergonad hand and that of cases of deficiency 
of the anterior lobe of the pituitary gland, the former 
type of hand is long and slender while the latter is 
small and fragile. 

The article is supplemented by numerous roent- 
genograms showing the various types of faulty 
development. J. Pickett, M.D. 


MEDICAL JURISPRUDENCE 


Failure to Reduce a Dislocation at the Elbow. 
Hoover vs. McCormick, 247 S. W., p. 718. 

McCormick sustained a simple backward disloca- 
tion of the right elbow. Dr. Hoover, whom he 
called to attend him, arrived about three-quarters 
of an hour later. A hurried examination suggested 
the necessity of administering an anesthetic in order 
to relax the muscles sufficiently to facilitate the re- 
duction of the dislocation and to relieve the pain. 
After what was thought to be a successful reduction 
the arm was placed in a sling at about a right angle, 
with bandages around the injured parts and a steel 
splint on the outside of the elbow joint. 

The accident occurred on Friday, and the patient 
was advised to come to the doctor’s office on the 
following Monday. On Sunday, the arm was so 
swollen that it was necessary to cut some of the 
bandages. This was done at the doctor’s instructions. 
When the patient reported at Dr. Hoover’s office on 


Monday there were scattered blisters on the arm. 
The arm was bathed, treated with antiseptics, re- 
dressed, and left in the same position. 

After more than three weeks following the acci- 
dent the arm remained so painful that the patient 
consulted another physician. A roentgenogram then 
made showed that the dislocation was not reduced 
and that there was no fracture of any of the bones. 
A month after the accident an anesthetic was ad- 
ministered and three physicians manipulated the 
arm and applied the recognized methods usually 
employed for reduction. Their attempts, how- 
ever, were not successful. Later, another physician 
opened the arm by an incision extending about 3 in. 
below and 3 in. above the joint, discovered the dis- 
location, and after separating the ligaments and 
muscles from the dislocated bones to which they had 
become adherent, made another attempt to effect 
reduction. This also was unsuccessful on account 
of the contraction of the muscles surrounding the 
parts, and it was necessary to resect about 1% in. of 
the humerus. The arm eventually healed, but there 
was little motion in the joint, and the fingers were 
partially paralyzed. The unfavorable sequele were 
explained by medical witnesses as being the natural 
and probable consequences of the delay of operation. 

There seemed to be considerable conflict in the 
evidence, and the court held it proper for submission 
to the jury. The court approved, as applicable to 
the case, the doctrine that a physician or surgeon is 
answerable for an injury to his patient resulting 
from want of the requisite knowledge and skill or 
from the omission to use reasonable care and dili- 
gence in the treatment of the patient, or to exercise 
such care and diligence to discover the patient’s 
malady. It is generally agreed that he is bound to 
bestow such reasonable and ordinary care, skill, and 
diligence as physicians and surgeons in similar neigh- 
borhoods and surroundings engaged in the same gen- 
eral line of practice ordinarily have and exercise in 
like cases. 

A verdict against the physician was approved. 

E. Mooney 
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